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PREFAOCH. 


HIS book is not a complete treatise upon the diseases of 

women, but mainly the outcome of clinical and of didac- 

tic lectures, delivered to the third-year students of the Med- 
- ical Department of the University of Pennsylvania. 

Some of these Lessons have been furbished up from notes 
of my lectures taken in short-hand by reporters. Others, of 
a didactic character, have been made up from my contribu- 
tions to medical journals, and I have, therefore, not hesitated 
to sacrifice unity of time to unity of the subject. 

Through the kind appreciation of my professional brothers, 
the second edition, although a large one, was soon exhausted, 
and, owing to a very busy life, which kept me from all liter- 
ary work, this book has long been out of print. 

In offering to the Profession this, the third edition, I have 
tried to make it, in every way, a better one than the preceding 
ones. ‘To this end, each Lesson has been not only carefully 
revised, but very materially enlarged by fresh matter, and 
six new Lessons have been added, together with twenty more 
illustrations. 

1418 Spruce Street, Philadelphia, June 24, 1887. 
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GYNECOLOGICAL INSTRUMENTS. 


HE ordinary working tools which you should carry in 
your satchel, and which I therefore recommend you to 
purchase at the outset of your practice, are as follows: 

One base-opening bivalve speculum (Goodell’s), whose 
blades are not over four inches long, and are one inch and a 
quarter wide. 

One duck-bill speculum (Sims’s). 

Two glass speculums (Fergusson’s), the one not longer 
than five inches and three-quarters, with the smaller aperture 
measuring one inch and a quarter in diameter; the other five 
inches long, and at the smaller aperture seven-eighths of an 
inch wide. 

Two applicators of aluminium wire, with one adjustable 
handle. A 

Two uterine tenacula. 

One small volsella forceps. 

One fenestrated polypus forceps. 

One speculum forceps. 

One dull curette (Thomas’s), and one sharp curette (Sims’s), 

One uterine sound. 

One vesical sound. 

One hard-rubber uterine syringe with a long flexible nozzle. 

Two uterine dilators (Goodell’s), of different sizes. 
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One Buttle’s lance-pointed scarificator. 

This list by no means exhausts the number of instruments 
needed for special cases of uterine disease. But, in my 
opinion, no one can intelligently and successfully treat the 
ordinary diseases of the womb without, at least, the foregoing 
instruments. 

The uses of each instrument will be indicated in the proper 
place; but a word here with regard to one article on the list: 
The probes, or applicators, of aluminium wire, are chosen be- 
cause this metal is flexible, and it resists the action of most 
of the corrosive agents employed in uterine therapeutics. A 
sliding and removable handle is recommended for these appli- 
cators, both because a fixed one makes the instrument too 
long for easy carriage, and because I have found that the 
wire is very liable to break off at the line of junction with the 
handle. 

As a setting to the subject of the selection of instruments, 
I wish to give you one broad and practical rule regarding 
their general use. Let all those of you who are right-handed, 
learn to use the left hand for making uterine examinations 
and for other inside work. ‘This leaves a clean right hand 
for manipulating the various instruments, and for any needful 
outside work. Again, this will give you an obstetric hand 
and a gynecological hand. With your left hand you will 
make all rectal and vaginal examinations—that is to say 
with it you will do all your dirty work. Your right hand 
you will reserve as much as possible for obstetric work. By 
this precaution you will be less likely to carry poison-germs 
from womb to womb, and to infect your puerperal patients. 


GYNECOLOGICAL TABLE. 

Whenever you examine your patients at their own homes, 
you will find an ordinary kitchen or a breakfast table the very 
best thing on which to place them. But most ladies prefer 
that their servants should be kept in ignorance of the treat- 
ment which they are undergoing, and the physician is there- 
fore very generally compelled to resort to a bedstead. "Tose 
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this article of furniture to the best advantage, it ought to be 
wheeled towards a window, and, in order to prevent any sink- 
ing in of the bed, a lapboard should be placed under the 
spread. But, since all such examinations are tedious and 
liable to be unsatisfactory, I advise you to cultivate an office 
practice, and teach your walking patients to come to you, 
instead of sending for you. At your office you will have just 
the proper light, and just the proper means for such a pur- 
pose. And this brings me to the consideration of the best 
means for making such examinations. 

Many physicians use an ordinary lounge—one without a 
foot-board. Others prefer some one of the many examining 
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chairs. I myself think that nothing equals a good uphol- 
stered table—such as the one I now show you. (Fig. 1.) 

It is a slight modification of one devised by Dr. T. G. 
Thomas, and improved by Dr. M. D. Mann, of Buffalo, N. Y., 
and was made for me by Lewis Thompson & Co., of Phil- 
adelphia. It is forty-six inches long, twenty-seven wide, 
thirty-two high at the foot, and twenty-nine at the head. It 
slopes three inches from foot to head, and the hips of the 
patient are, therefore, on a higher plane than her shoulders. 
It has a head-piece and one side-piece, which are removable. 
It is furnished with one drawer in front for instruments and 
for the applicating fluids, and with three drawers on one side 
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for pessaries and for other purposes. It has two foot-rests, one 
for each foot when the woman lies on her back. ‘The left 
one is tipped with a padded block, on which the left ankle 
and foot rest, when the semi-prone posture is assumed for the 
introduction of Sims’s duck-bill speculum. In this posture 
the woman lies on her left side, with her left arm behind her 
back, the chest prone, the knees drawn up, and the nates 
brought down to the edge of the table. In order to make the 
abdomen still more prone, and thus to facilitate the entrance 
of air into the vagina, the upholstered top of the table is so 
hinged to the frame as to permit one side of it to be raised up 
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SHOWS THE LEVER AND THE LATERAL, DIP OF THE TABLE. 


by a lever, while the woman is lying upon it, thus giving her 
body a lateral slope, or dip, of four inches—(Fig. 2). ‘The 
side-piece (better shown in Fig. 1,) is then needed to keep the 
woman from slipping off the table. To utilize room, the 
stool on which the woman steps in getting on and off the 
table, is merely a box on legs, witha lid to it. It holds the 
cotton-wool, or any other like needful article, within easy 
reach of the operator. 

It has been urged that an examining table, like this one, 
presents so formidable an appearance as to ne timid women 
from coming to the office of the physician. This objection 
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does not hold good; for, whenever a woman has made up her 
mind to submit to an examination, she is willing to have it 
conducted in the manner which her physician deems the most 
suitable. After having examined the same patients on re- 
clining chairs, on lounges, on their own beds, and on my 
table, I have had them express a preference for the last. 

It is an excellent plan to have a female attendant in one’s 
office. She helps the lady in getting on and off the table, 
and adjusts her clothing. She also holds the duck-bill 
speculum zz sztu, cleans soiled instruments, and performs 
other needful services which save the physician’s time. 
Further, her presence tends to protect him from evil-speak- 
ing or from designing women. She should not be present 
during the preliminary interview between the physician and 
his patient, but should be called into the office for the ex- 
amination only. 

While on the subject of office advice, let me urge you to 
keep full notes of your office cases. Appearing and disap- 
pearing at shorter or longer intervals, they constitute a float- 
ing practice, which cannot be intelligently followed unless 
some record is kept of its history and treatment. A few 
notes of this kind will be found of the greatest value, not 
only for prompting the memory, but for saving one’s time. 
I could not, indeed, get along without them. Such a case- 
book should, of course, have an index for the names of one’s 
patients; but, in addition to this, it is of great advantage to 
keep a separate index referring only to the disease. In this 
way the data furnished by the case-book can, at short notice, 
be imade available for ready reference or for scientific work. 


LESSON II. 


MODES OF EXAMINATION. 


DIGITAL EXAMINATION BY THE VAGINA. 


N making a first examination, place the woman on her 
back, with her limbs drawn up, and bring her nates to the 
very edge of the gynecological table. If a bed at a patient’s 
house be used, the woman’s feet may either be supported by 
two chairs, or they may rest upon the side-piece of the bed- 
stead. In the latter case, shoes with heels to them will pre- 
vent the feet from slipping off. Cover her with a sheet, and 
raise up her dress and underskirts over her knees. Having 
smeared the index and middle fingers of the left hand with 
vaseline or with any other lubricating substance, of which 
soap is the handiest and the cleanest, direct the index finger 
towards the perineum. When reached, glide the fingers up- 
wards on the raphé until an entrance to the vagina is gained. 
By proceeding in this way, from below upward, the upper 
and more sensitive portions of the vulva are not touched. 
Taking note whether the parts are hot and dry, or cool and 
moist, the finger keeps in contact with the hind wall of the 
vagina up to its roof. ‘There the cervix will be found, and 
an examination must now be made of its condition. Is it of 
natural size and smoothness? Is it enlarged, or is it soft or 
hard? Is the os small, or does it gape and give tokens of 
having been torn? The natural length of the vagina is about 
that of the forefinger, and if it be much shorter, the womb 
must have descended. Poise the cervix on the tip of the 
finger, and estimate the weight and the mobility of the womb. 
Next sweep the finger around the cervix, and examine the 
whole vaginal roof carefully for the fundus of a flexed womb, 
for a tumor, or for any other unnatural condition. Since the 
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natural condition of the parts is that of anteflexion, preg- 
nancy being excluded, the body of the womb cannot be felt 
by the finger behind the cervix; but it usually can be reached 
by pressure made in front through the walls of the bladder. 

Abdominal palpation with the free (right) hand will add 
very much to the information gained by the left hand, for by 
raising and depressing the womb alternately from above and 
below, one can make it play between the two hands. In this 
manner its bulk can be estimated, and very often its whole 
surface outlined. By catching the womb between the two 
hands you can get a still better idea of its mobility and of its 
tenderness. We can also discover plastic deposits in the broad 
ligaments, any marked enlargement of the ovaries and the 
presence of fibroid tumors. This is called Conjoined Manipu- 
lation or Bimanual Palpation, and is one of the most valuable 
aids to diagnosis. 

In carrying out such an investigation, it is essential that 
the abdominal walls should be flaccid. To gain this relaxa- 
tion in a nervous person, the physician should cause his 
patient to look up to the ceiling, so that she may not watch 
his movements, while he distracts her attention by conversa- 
tion. Advantage is also taken of every expiration to sink 
the hand deeper and deeper into the pelvis, until the fundus 
of the womb can be outlined, or until the external fingers can 
feel those in the vagina. To get the needed information in 
fat or in nervous women, ether will often be needed. But 
without an anesthetic, and without actually feeling the 
womb, the educated hand can often recognize the uterine im- 
pulse conveyed to the abdominal wall by the finger in the 
vagina; and obtain valuable information as to the position, 
size and condition of the womb. ‘The scope of conjoined 
manipulation can be extended by using the uterine sound in- 
stead of the finger to raise the womb up. 
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Since the roof of the vagina restricts the range of the fin- 
gers, the rectum offers a means of making a far higher aud 
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a far wider exploration of the pelvic cavity. Hence in all 
cases of doubtful diagnosis, this mode of examination should 
not be forgotten. By it, fissures and piles will be discovered, 
and the nature of post-uterine growths or of pelvic effusions 
and deposits made out. Conjoined with supra-pubic palpa- 
tion, it gives very precise information about the condition of 
all the pelvic organs and structures. ‘To map out the parts 
correctly it will often be well to pass the thumb into the 
vagina, while the rectum is being explored by the forefinger. 
This will show the position of the cervix and make it the 
point of departure. In virgins the rectal touch may often 
advantageously take the place of an examination per vaginam. 
The finger will more readily overcome the resistance of the 
sphincter ani, and give less annoyance, if the patient will at 
the same time bear down. 

Still more can be learned by a plan which I have for many 
years pursued. ‘The cervix is either caught by a small vol- 
sella forceps, or hooked by the uterine tenaculum. It is 
then gently drawn down towards the vulva, while the oper- 
ator, with one or with two fingers in the rectum, explores 
the whole posterior surface of the womb, and its appendages. 

Another excellent mode of investigation is Hegar’s. ‘The 
thumb first enters the vagina and rests on the anterior por- 
tion of the cervix uteri. Next, the forefinger passes up the 
rectum as far as the posterior surface of the womb. ‘The free 
hand then presses the abdomen down towards the sacrum, 
so that the womb can be caught between the fingers of both 
hands. 

A still wider range of exploration can be gained by the in- 
troduction into the rectum of the four fingers, or even of the 
whole hand, as advocated by the late Prof. Simon, of Heidel- 
berg. This last heroic mode of examination is not without 
its drawbacks, for fecal incontinence has resulted from the 
over-stretching, and a number of fatal cases of rupture of the 
bowel have already been reported, although this means of 
diagnosis has not often been employed. It should, therefore, 
be resorted to only as an extreme measure for an extreme 


EXAMINATION BY THE BLADDER. 25 


case. Simon claimed that by it he could reach as far up as 
the lower end of the kidneys, and could feel and map out all 
intervening organs. I have not yet met with a case in which 
I felt warranted in resorting to this mode of investigation; 
but, as it is plainly of value, I shall describe the manner of 
performing it: After being profoundly anzsthetized, the 
woman is placed on a table in an exaggerated lithotomy 
position. ‘The sphincter ani is next well stretched open, and 
its hind portion deeply nicked. : The closed and well-greased 
hand is then slowly coaxed into the rectum. ‘The fingers 
can now readily explore the pelvic cavity as far up as the 
promontory of the sacrum. Shoulda higher reach be needed, 
two or three fingers are gently insinuated into the sigmoid 
flexure, which, being very movable, can be pushed up as far 
as the navel. 

In the examination of virgins, in order to save the hymen, 
and to give as little pain as possible, it is my habit to get all 
the information possible through the rectum. ‘The finger in 
the rectum can very readily map out the post-cervical regions, . 
and, by pressure on the cervix, can push up the womb to 
the right hand, which is engaged in abdominal palpation. 
It is indeed surprising how much knowledge can be gained 
through this channel. 


EXAMINATION BY THE BLADDER. 


Sometimes when the diagnosis of a pelvic disorder is ob- 
scured, additional information will come from an exploration 
of the bladder through the urethra, either with the sound or 
with the finger. For instance, a congenital absence of the 
womb or its inversion can be learned by making the tip of a 
uterine sound, passed into the bladder, approach the index 
finger in the rectum. Or, small tumors of the womb, ab- 
scesses of the broad ligament, or congested ovaries, can be 
made out by means of the finger introduced into the bladder 
itself. ‘The method by which this is accomplished, I shall 
describe in a lesson upon diseases of the bladder, under the 
heading of dilatation of the urethra. 
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EXAMINATION BY THE UTERINE SOUND. 


The uterine sound is nothing more than an enlarged sur- 
geon’s probe. It is a pliable copper staff, tipped with a small 
bulb, and graduated by notches at intervals of an inch. These 
notches should be shallow, else the sound will snap at one of 
them. It should, further, consist of one piece, else by the 
wearing away of the thread of the uniting screw, the relation 
between the handle and the tip is lost. The ordinary inside 
length of the womb is 2.5 inches, and, therefore, at that dis- 
tance from the tip of the sound, a sail ‘knob or shoulder is 
raised, which can be felt by hie examining finger. This is 
the only sound I use; all others have been discarded by me 
long ago. 

The sound should never be introduced until the physician 
has first satisfied himself that the womb is not gravid; and 
this golden rule holds good for all uterine applications. I lay 
stress on this point, for I once carelessly brought on an abor- 
tion in an estimable married lady, who was quite as much 
surprised at the result, but not quite so much mortified, as I 
was. Again, I have on-more than one occasion been con- 
sulted for uterine disease by designing women, who, being 
pregnant, sought advice with the hope of having a cheap 
riddance induced by the treatment. Once, after arranging to 
meet a physician who lived some twenty miles off, I received 
a countermanding telegram, followed by a letter explaining 
that the supposed uterine disease of his patient, a reputable 
married woman, was pregnancy, and that her sole object was 
the hope of having an abortion provoked by the examina- 
tion. His suspicions had been aroused by. mine, and by 
working on the fears of his patient, he extorted a confession. 
These facts should lead one to be on one’s guard, and a good 
off-hand rule to remember is this: When the cervix is as soft 
as one’s lips, the woman is probably pregnant; when it is as 
hard as the tip of one’s nose, the womb is most likely empty. 

By the sound we ascertain not only the length, the position, 
the sensitiveness, the mobility, and the general condition of 
the womb, but also the angulation and the permeability of its 
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canal. ‘The utmost gentleness should direct the introduction 
of this instrument, for, blunt as it is, many times has its tip 
perforated the wall of the womb, and been felt beneath the 
abdominal wall. Liebmann, who has made a study of the 
subject, * finds that the danger is greatest shortly after a labor 
or a miscarriage, at which time the womb is softened by fatty 
degeneration. Very fortunately this accident has rarely been 
followed by severe symptoms. 

Sometimes the sound misleads by entering an oviduct, and 
by thus giving a long measurement; but this rarely happens— 
so rarely that I have never wittingly met with such a case. 
There are two modes of introducing the sound, the one by 
touch without the speculum, the other by sight through a 
speculum. ‘The former is the far better way, for then the 
womb is caught zz sztu, and its position accurately deter- 
mined; whereas, when the speculum is introduced, the pres- 
sure which its divergent blades make upon opposite walls of 
the vagina, often changes the position of the womb, so much 
so as sometimes to change a retroversion into an anteversion. 
The sound often meets with a hitch at the internal os uteri, 
but this will be overcome in the great majority of cases by 
steady pressure, and by holding the cervix firm with the hook 
of a uterine tenaculum. 

In anteflexions the introduction of the sound can be greatly 
facilitated by resorting to the same kind of manceuvre as the 
one often used in the introduction of the silver catheter in the 
male, and called by the French tour de maitre, or the mas- 
ter-stroke. ‘The sound is passed in with the handle hanging 
down, and with the beak looking backwards and downwards 
—viz.: towards the woman’s coccyx—as if the womb were 
retroflexed. When the bend in the cervix is reached, and 
the sound cannot advance further, the handle is turned half 
a circle with a wide sweep, and depressed. During this re- 
versal of position, the beak readily clears the hitch at the 
internal os. 


* Archives de Tocologie, Decembre, 1878, et Janvier, Septembre et Octo- 
bre, 1879. 
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Pain is usually complained of as the tip of the sound passes 
the os internum, and especially when it touches the fundus 
of the womb. Sometimes in endometritis this pain is exces- 
sive, as much so as when a probe touches an exposed dental 
nerve, and it has set up even a fatal inflammation. The 
sound should, therefore, be grasped like a pen, very lightly 
with the thumb and fingers, and it should always be intro- 
duced slowly and gently. Nor should it ever be introduced 
without a distinct purpose. Most cases, indeed, do not need 
the sound at all. 

THE SPECULUM, 

By the speculum we are enabled to inspect the vagina and 
the cervix of the womb, and to make applications more 
readily and more thoroughly. It is, however, an instrument 
more valuable for the treatment of a uterine disease, than for 
its diagnosis. 

Many speculums have been devised, but in most cases I 
prefer my own base-expanding one, which many of you have 
used in your instruction by the bedside, and can bear witness 
to its efficiency. ‘The bivalve speculum is preferably intro- 
duced, with the woman in the dorsal position. The labia are 
separated by two fingers which are passed just within the 
vulva. ‘The bevelled tip of the speculum is then pressed 
downward on the edge of the perineum, and guided in’ 
through the interval between them, towards that portion of 
the vagina where the cervix has previously been found to lie. 
The handles being next turned towards the left thigh, the 
blades are then opened, and, as soon as the os comes into 
view, are fixed by the the screw on each side. Should more 
space or working room be needed, the large screw at the end 
of the handles will still further open the blades. 

At first blush the four-inch blades of my speculum (Figs. 
3.and 4), may seem too short—those of my favorite one measure 
a scant three and a half inches. But practically, if their tips 
be directed to the previously ascertained site of the cervix, it 
will be found that, when widely separated, they will so stretch 
the uterine end of the vagina, as to bring down the cervix 
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into the field of vision, not only very close to the eye of the 
physician, but within reach of his index finger. For diag- 
nostic or for operative purposes, these are advantages not to 
be overlooked. In very rare cases, such as of a fat woman, 
whose vagina is large and flabby, or of one in whom, by a 
fibroid or an ovarian tumor, or by pregnancy, the womb is 
lifted up above its accustomed site, the cervix may not be 


FIG. 3. 


al 
Fa NAMM 


Cr 


= 


well exposed by this instrument. In these very exceptional 
cases the duck-bill may be used, or the larger of the Fergus- 
son speculums may be substituted for the bivalve. The 
smaller glass speculum is put down in the list because it will 
occasionally be found useful in the examination of unmarried 
women, or those in whom the introitus vaginz is either un- 
naturally small or spasmodically contracted. Yet even in 
these cases, after the slow admission of one, and then of two 
fingers, the parts can usually be sufficiently dilated for the 
admission of the bivalve apecwlem. Under ether this can 
always be done. 
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I feel quite sure that physicians who have once used this 
speculum, with the woman lying on her back, will never 
wish to return to their old-fashioned cylindrical or quadrivalve 
speculums. One hint, however, to those of you who do not 
feel disposed to give up your long-used glass speculums for a 
new and an untried instrument. The Fergusson speculum, 
as sold in the shops, is wholly too long and too narrow. For 
exceptional cases it is well to have on hand the two sizes 
above given; but the best working speculum of this kind is, 
in my experience, one not over five inches in length, and 
with the smaller aperture not under one inch and one-eighth 
in diameter. 

From its mirrored sides, this glass speculum possesses the 
ereat advantage of throwing more light on the cervix than 
does any other speculum, and for that reason is excellent for 
the examination and treatment of patients at their own 
homes, which are often dark. On the other hand, from its 
length and narrowness, and from the distortion of the parts 
which it causes, it is the very worst speculum possible for 
diagnostic purposes, and has probably done more to retard 
the advance of gynecology than any other cause. When, 
however, by the bivalve or the duck-bill speculum, a diagnosis 
has been made, the largest and shortest possible glass one 
will occasionally be found a convenience, sometimes a neces- 
sity, when strong acids are applied to the cervix. 

For operative or for diagnostic purposes, no speculum can 
compare with Sims’s duck-bill (Fig 5). When it is used the 


FIG. 5. 


woman should ordinarily lie in Sims’s left-lateral, semi-prone 
posture—that is to say, on her left side, with her left arm be- 
hind her back, the chest as low as possible, the knees drawn 
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up, the right a little higher than the left, and the nates 
brought down to the edge of the table, or to the side of the 
bed. When the woman lies in this position, a reversal of 
gravity takes place in the abdominal viscera, and they tend 
to fall away from and out of the pelvis. If now the specu- 
lum be introduced, air rushes into the vagina, and so fully 
distends it, that the vaginal walls do not collapse or bulge 
over the sides of the blade. The drawback to its use consists 
in the need of having an attendant to hold the blade zz sztz. 
True, self-retaining duck-bill speculums are sold in every in- 
strument-shop, but not one of them, in my opinion, is worth 


Fic. 6. 


ERICH’S SPECULUM. 


having, with the exception of that devised by the late Dr. A. 
F*. Erich, of Baltimore (Fig. 6). The simple and ingenious 
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mechanism of this instrument dispenses with the need of an 
assistant, but at the same time so much time is lost in its adjust- 
ment that ordinarily the unattended physician will fall back on 
his bivalve. Dr. Erich, who kindly supplied me with the cut 
of his instrument, thus describes the mode of introduction: 

‘‘It is most conveniently used in Sims’s left-lateral semi- 
prone position. The second wood-cut represents it as used 
with the patient upon her knees, this being the best position 
to show all the parts of the instrument in the illustration. 
This position is, however, rarely assumed in practice, as it is 
more fatiguing to the patient and less convenient to the oper- 
ator. It exposes the interior of the vagina, upon the same 
principles as Sims’s speculum, by retracting the perineum; the 
distension of the vaginal cavity being secured by placing the 
patient in such a posture as will cause the pelvic organs to 
gravitate from the retractor. 

‘Before the speculum is applied, the patient ought to 
loosen such portions of her dress as may compress her abdo- 
men, then put her head and right arm through the loop of 
the strap belonging to the speculum. 

‘Now oil the duck-bill retractor A, and introduce it upon 
the index finger of the right hand, carrying it along the pos- 
terior wall of the vagina as far back as possible, then press its 
tip with the finger in the vagina towards the sacrum as far as 
the parts will yield to gentle pressure, and use the screw G to 
secure it in the position thus attained. Then place the ful- 
crum plate B over the centre of the sacrum, and draw upon 
the lever H until the perineum is sufficiently retracted, and 
fix it in that position by attaching the strap L to the hooks 
at the upper end of the lever. The little guard plate shown 
in the wood-cut, is intended to cover the steel hooks when 
the instrument is not in use, to protect the fingers of the 
operator against accidental contact with them. Should there 
be lateral version of the uterus, the instrument can be ad- 
justed to any lateral angle by the screw C. By means of 
this screw also the retractor may be detached, and others of 
different sizes secured to the levers. The uterus may be fixed 
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in any desired position by tightening the screw D of the 
adjustable depressor O. It has a sliding as well as a rotary 
motion, and can be detached from the speculum bya few 
turns of the same screw in the opposite direction, and may 
then be used with the hand as an ordinary depressor. Should 
the posterior wall of the vagina be shorter than usual, it may 
become necessary to loosen the screw G, by a turn or two, to 
allow the cervix to come forward into the field of vision. If 
the speculum has not been inserted deep enough into the 
vagina, the posterior wall will prolapse in front of the cervix. 
The strap ought then to be detached, the screw O to be 
loosened, and the speculum to be pushed up far enough to 
get its tip behind the cervix. While the use of the depressor 
is only occasionally required in the knee position, it is gen- 
erally required in the lateral position, to bring the cervix into 
view by gentle traction made with it upon the anterior wall 
of the vagina.”’ 


DARROW’S SELF-RETAINING SIMS’S SPECULUM. 


Another very excellent self-retaining duck-bill speculum is 
the one devised by Dr. C. E. Darrow, of Rochester, N. Y: 
aud made by Geo. Tiemann & Co., of New York City (Fig. 7.) 


3 


34 MODES OF EXAMINATION. 


I have repeatedly tried it, and have found that it answers 
very well; but, of course, an ordinary duck-bill, held by the 
human hand is always superior to every substitute. 

‘This speculum is an ordinary Sims’s with the Mundé 
flange; while the handle is flattened on two sides, and has a 
rapid screw cut upon it. 

‘“The saddle is made of a sheet of brass, lined with corru- 
gated soft rubber. The brass is firm enough to retain any 
curve which has been given to it; yet sufficiently flexible to 
be bent with the hands, so as to accommodate it to the pe- 
culiarities of any patient. The corrugated rubber gives the 
saddle a firm hold upon the skin; and, at the same time, re- 
lieves the patient from all sense of unpleasant pressure. 

‘‘Upon the back of the saddle are two parallel bars, each 
provided with a slot and a thumb-screw. ‘These bars are se- 
cured to the saddle by two more thumb-screws. 

‘“The speculum is introduced exactly as the ordinary Sims’. 
The saddle is applied to the sacrum, so that its lower edge is 
just above the tip of the coccyx. The handle of the spec- 
ulum is then passed through the slots in the parallel bars, 
and the thumb-screw upon the outer bar is turned outwards 
to meet the handle of the speculum (at such a position in the 
slot as it naturally takes). 

‘“Then the large thumb-screw is applied to the bar of the 
speculum, and by its turns the perineum is retracted to any 
desired degree. 

‘‘When this has been done, the thumb-screw on the inner 
of the bars is screwed down to meet the handle of the instru- 
ment, and the adjustment is complete. 

‘‘Tf it is desired to tilt the tip of the speculum further into 
the hollow of the sacrum, this. may be accomplished by 
changing the relative positions of the screws upon the bars; 
or the whole speculum may be carried upward by loosening 
one of the thumb-screws on the saddle, then raising parallel 
bars and speculum, until the thumb-screw reaches the highe~ 
socket upon the saddle. 

‘“’The work of the hand of an assistant, raising the superior 
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buttock of the patient, is done by the Mundé flange; the 
holding of the speculum is accomplished by the saddle.”’ 

For illuminating the parts when a speculum is used, day- 
light is of course the best, the light coming horizontally from 
a window starting from the same plane as the one on which 
the woman’s body lies. If direct daylight cannot be obtained, 
good reflected light can be got from a concave mirror worn on 
the operator’s forehead, or froma larger one with a central 
aperture and mounted ona handle. At night an excellent 
light can be thrown on the parts by Colin’s Illuminating 

_Lamp (Fig. 8), which is small enough to be carried in one’s 
pocket. , 


CoxLiIn’s ILLUMINATING LAMP. 


At a pinch, an excellent off-hand reflector can be made by 
tying a silver tablespoon to a wax candle, with the cavity of 
the bowl looking towards the flame. 
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VISUAL INSPECTION. 


It is often needful for the eye to inspect the external geni- 
tal organs; but, as this mode of examination is naturally re- 
volting to the feelings of a modest woman, it is wise not to 
propose it or to insist on it. It can, however, very generally 
be made without the direct knowledge of the woman, while 
the speculum is being used, and especially directly after its 
withdrawal. Then, should the woman discover what is be- 
ing done, the preliminary digital examination and the use of 
the speculum have already blunted the edge of the shock to 
her modesty. 


LESSON IIT. 


CARUNCLE AND OTHER AFFECTIONS OF THE 
FEMALE URETHRA. 


CARUNCLE. 


HE female urethra, from its shortness, elasticity, and large 
bore, is very rarely narrowed by strictures. But it. is 
liable to a class of disorders from which the male urethral 
canal is almost wholly exempt. ‘The most common and the 
most painful of these is the one I show you in the person of 
this woman. 

She is forty-three years old, but constant suffering has 
made her look much older. In fact, from her great emacia- 
tion, care-worn expression, and general cachectic appearance, 
one might readily suppose her to be the victim of some grave 
constitutional disease. Her history, in brief, is as follows: 
Four years ago, while in perfect health, her urine began to 
scald her. ‘The pain, at first bearable, daily grew worse, 
until it now is so acute that she holds her water as long as 
possible, and when passing it clutches the bed-post in her 
agony. ‘The act of voiding the last few drops gives her the 
most suffering. Before long, cohabitation became painful; 
but, with that submissive affection which characterizes many 
a wife, she yielded to her husband’s wishes until coitus could 
no longer be borne. For several months she has ceased to 
have intercourse with him. ‘This is, of course, a source of 
domestic unhappiness. Unless she stoops and widely strad- 
dles her legs, walking is attended with much pain. She 
complains of a constant heat and throbbing in the external 
organs of generation, has more or less leucorrhcea, and finds 
her linen often stained with blood and her urine streaked 
with it. By brooding over her sufferings and over her in- 
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complete conjugal relations, she has come into a very morbid 
state of mind. Now, most of these symptoms are character- 
istic of some utero-vaginal affection, and the physicians 
whom she has consulted have been so misled as to direct 
their attention to the womb and vagina. Applications have 
been made to the cervix uteri, which, by the way, is torn and 
somewhat eroded; vaginal suppositories have been used, and 
even a pessary has been introduced. What has served still 
further to lead them astray, is a marked sympathetic or reflex 
pain in the left ovarian region, which is almost always 
pathognomonic of uterine disease. I ought to do them the 
further justice to add that they saw her before her sufferings 
had become as acute as they are at present. Nor can I afford 
to be uncharitable, for I myself have made the same blunder. 

As I separate her thighs and expose the meatus urinarius, 
those of you on the lower benches can see, peeping out of it, 
a small crimson and wart-like body. It is called urethral 
caruncle, vascular tumor, and vascular excrescence of the 
urethra; but we won’t trouble ourselves much about names. 
What we wish to know is how to cure the disease. I hook up 
the base of the growth with a tenaculum, and by very gentle 
traction bring it wholly to view. It now looks like a small 
Antwerp raspberry, and shows a broad base of attachment 
just within the lower verge of the meatus. Insignificant in 
size as this little growth is, it has embittered this woman’s 
life for the past four years. Notice its vascularity: it bleeds 
on the slightest touch. Remark also its extreme sensitive- 
ness: although profoundly anesthetized, the woman winces 
and draws up her limbs. So exquisitely alert are the little 
nervelets distributed over its surface, that were she not under 
the influence of ether, she would writhe under the brush even 
of a feather. Let me here remark that the vulva and out- 
lying reproductive organs of a woman are the last to yield to 
the influence of an anesthetic. Sensation is here so acute, 
that it will remain long after other peripheral nerves have 
become benumbed. Thus, in the attempt.to pass the hand 
into the vagina for the purpose of performing version, or to 
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introduce a speculum in cases of vaginismus, or to press upon 
the tender cicatrix of a torn perineum with the duck-bill 
speculum, although the woman may be breathing stertorously 
and her conjunctive may be without feeling, she will often 
so resist as to need a fresh instalment of ether. I mention 
this fact not only for your future guidance, but also as a par- 
tial explanation of her acute sufferings. 

You must not infer that every case of caruncle presents 
symptoms as exacting as these. In the majority of cases 
there is no constitutional implication, and the woman com- 
plains merely of discomfort or of pain during the acts of 
micturition and of coition. But, on the other hand, worse 
cases will be met with—cases in ‘which, by loss of rest, con- 
stant suffering and endless brooding, insanity has been in- 
duced. Some women have even been goaded by their anguish 
into committing suicide. Last autumn I saw a young married 
lady who was broken down in mind and body by her sufferings. 
She was peevish, morose and melancholic, and had dysmen- 
orrhcea and every imaginable ache. Coitus had not been in- 
dulged in for months, and she had taken to her bed. Neither 
her medical attendant nor myself could believe that the pres- 
ence of a urethral caruncle satisfactorily accounted for pale 
lips, hollow cheeks, sunken eyes, and for her grave mental 
and physical manifestations. I sounded her heart and lungs, 
investigated the condition of her abdominal organs, examined 
the cervix uteri for a cancer, and finally, Iam ashamed to 
confess, straightened out a somewhat anteflexed womb. Yet, 
after we removed the caruncle, she became another woman. 
As if by magic, all her pains and aches, even her dysmen- 
norrhoea, left her. She got out of bed, gained rapidly in 
flesh, is now an active housekeeper, and, what is more rare, 
a very grateful patient. 

These torturing growths are more common to the married 
than to the single, and are usually found in women who have 
passed the prime of life. I am inclined to think that they 
generally owe their existence to the congestion of the urethral 
plexus of veins—such, for instance, as is induced by the 
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pressure of the gravid or the displaced womb, or by that of 
an over-distended bladder or of a loaded rectum. In fact, 
pretty much the same causes are at work which tend to pro- 
duce piles. Habits of uncleanliness may also generate them, 
and so may any irritating leucorrhceal discharge. Gonor- 
theea is likewise said to be a cause, but I have not seen an 
example in which they could be traced to this disease. They 
consist of hypertrophied papille covered with a layer of tes- 
sellated epithelium, and are largely supplied with nerves and 
blood-vessels. ‘They may be single or multiple, sessile or 
stalked, pink or scarlet, and are usually found on the lower 
verge of the meatus. I have, however, seen them stud the 
whole circumference of this opening, and occasionally have 
found them extending up the canal for a distance of half an 
inch or more. In size they range froma pin’s head to that 
of a pigeon’s egg, but I have never met with one larger than 
a small raspberry. ‘The suffering caused by them bears 
no relation whatever to their size. Very small ones may 
give rise to intolerable anguish, while a large one may pro- 
duce merely a sense of discomfort. "The more vascular and 
vivid in color, the more sensitive do they seem to be. Some 
authors describe a pale, non-vascular, but exquisitely sensitive 
tumor of the urethra, which appears to be neuromatous in 
character. ‘This I have never met with. I have, however, 
repeatedly removed from unmarried girls a worm-like growth, 
which dangled from the vestibule. It was pale in color, but 
seemed to give no discomfort. 

Since most of the lesions of the reproductive apparatus, 
such as vaginitis, uterine displacements, etc., give rise to 
vesical disturbance, and since the symptoms are not always 
so typical as in the case before us, a urethral caruncle is very 
likely to be overlooked by the physician. Reflex symptoms, 
uterine in their expression, will also tend to lead him astray; 
while a very natural delicacy prevents him from making the 
needful visual inspection of the parts. Early in my practice 
a mortifying blunder of this sort taught me to make it a rule 
always to inspect the urethral opening whenever dysuria is 
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complained of. But woman’s modest nature—nor would we 
have it otherwise—instinctively resents such an examination. 
If brusquely proposed, it will almost always be denied. How 
then is it to be effected? Let me here give you a hint worth 
knowing: Never suggest toa woman the necessity for making 
an ocular inspection of her person, but do it without consult- 
ing her. Let us suppose that you are called in to a case in 
which dysuria isa prominent symptom. You will very na- 
turally infer the existence of some uterine lesion, and will, 
of course, ask for an examination with the speculum, to 
which most women will submit. While exploring the uterus 
with the index finger, you may with the thumb gently press 
upon the meatus, and notice whether the contact elicits pain. 
During the introduction or the withdrawal of the speculum, 
you can always visually inspect the parts without the knowl- 
edge of the woman. Now, in my experience, whenever you 
can confidently say to your patient: ‘‘I have discovered the 
cause of your trouble; here it is,’? and then by digital pressure 
upon the caruncle can convince her of the correctness of 
your statement, she will offer no resistance to any future 
needful exposure of her person. Under all circumstances, 
however, you must not forget to go through with the for- 
mality of covering her with a sheet; for just as you gild and 
sugar-coat what is bitter to the taste, so must vou gild and 
sugar-coat what is bitter to the mind. 

What is the prognosis of this affection? Very good, when 
the caruncle dangles from the meatus by a slender stalk. 
Guarded, when it is sessile or when it is multiple, and espec- 
ially so when it extends up the canal. Like the heads of the 
fabled hydra—whenever a sessile caruncle is removed, one or 
more are very likely to spring up from its stump. Yet even . 
then a cure is usually attainable; while at their worst, as I 
shall presently show you, their growth can be restrained and 
the woman made comfortable. 

Now comes the final question: What are our resources for 
the cure of this affection? When a caruncle is distinctly 
pedunculated, one snip of the scissors is all that is needful 
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for a cure. But when sessile, as it usually is, difficulties 
arise in the way of its removal which demand the adminis- 
tration of either and the aid of two assistants. 

Let us now illustrate this on our patient. She lies in the 
lithotomy-position, fronting a good light, and with her knees 
supported by these gentlemen, who also place their fingers on 
each side of the meatus and stretch it open. I now hook up 
the base of the growth with a uterine tenaculum, and snip it 
off by repeated clips of a pair of curved scissors. I take care 
to include also a portion of the surrounding healthy mucous 
membrane. ‘To prevent its otherwise pretty sure return, I 
quickly dry the raw surface and sear it with this very ingen- 
ious and invaluable instrument invented by M. Paquelin, a 
Frenchman, who calls ita Thermo-cautery. (Fig. 9.) 


THERMO-CAUTERY. 


It consists of the double steel tubes G and I, ending ina 
hollow platinum tip, into which, through a flexible tube- 
attachment to the bottle C, the vapor of benzoline is forced 
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by working the rubber spray-bellows E. When once the 
platinum tip of one of these tubes is heated red-hot in the 
alcohol lamp A, it never cools so long as the spray-bellows is 
worked. I plunge it into this glass of cold water, and, al- 
though it comes out black and apparently quenched, I ain 
able at once, as you see, to make it glow again. 

Formerly I used to sear the raw surface of the wound with 
the frayed end of a match dipped into fuming nitric acid. 
This is a good plan, but it does not always stay the hemor- 
rhage, which is sometimes quite free. For instance, I once. 
removed, for the second time, a cluster of sessile growths, and 
found at my next visit, twelve hours afterwards, that the lady 
had lost and was losing too much blood. I staunched the 
bleeding point with ice and Monsel’s solution, and put on a 
compress with a T-bandage; but at my next visit, six hours 
later, I found her quite blanched from a recurrence of the 
hemorrhage. I now ineffectually applied the solid stick of 
lunar caustic, and then tried to nip the bleeding point with a 
Sserre-fine, or artery clip, but the tenderness of the part was so 
great that she wou!d not permit any further interference; nor 
would she again inhale an anesthetic. For a moment I was 
at my wits’ end to know what todo. ‘The prospect of spend- 
ing an hour or two at her bedside with my finger pressing on 
the urethra through the vagina, was not an agreeable one. 
But I finally succeeded by stuffing a sponge half-way into the 
vulvar opening. Its elasticity, and that of the perineum on 
which it rested, made the needful pressure upon the bleeding 
surface. ; 

For avoiding the troublesome complication of hemorrhage, 
and also for ensuring the complete destruction of the growth, 
the actual cautery is undoubtedly the best agent. But, since 
the expense will put the thermo-cautery or the galvano-caustic 
battery out of your reach, I should advise you to use a red- 
hot knitting-needle, or some one of those blunt-pointed 
instruments which dentists use in plugging teeth. For this 
purpose a spirit-lamp should be used, and not an oil or a 
kerosene lamp, the yellow flame of which so dazzles and 
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blurs the vision, that the meatus cannot be distinctly seen, 
when the eye is suddenly directed to it from the lamp. 
When the caruncle lies high up, the urethra can be very 
effectively stretched open by two hair-pins, each bent into a 
hook and held by an assistant. An admirable speculum of 
wire has been devised for this purpose by Dr. George F. 
French. (Fig. 10.) 


FIG. 10. 


FRENCH’S URETHRAL SPECULUM. 


But it is high time to return to our patient. The after- 
treatment will consist of the application twice a week of un- 
diluted carbolic acid (Calvert’s No. 4), until the raw surface 
has skinned over. By the use of this agent I have best suc- 
ceeded in preventing a crop of small growths from springing 
up from and around the site of the parent growth. Some- 
times you will have to repeat the cutting operation, but not 
often, if you follow the plan of treatment I have laid down. 
Once, in an obstinate case, which had passed through several 
hands, and had stubbornly resisted repeated operations, I 
gained a cure by first cutting off the growth, and then for- 
cibly dilating the urethral canal with the expanded blades of 
a dressing-forceps until it admitted my index finger. I 
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argued that by stretching the muscular coat of the urethra, I 
should release the involved plexus of veins from its spasmodic 
contraction, and thus relieve their congestion. My friend 
Prof. Theophilus Parvin has succeeded by excising the 
growths, and bringing the edges of the wound together with 
stitches. By this procedure the site of the caruncle is covered 
with healthy tissue, and the chances of its return are greatly 
lessened. I must, however, add that, since using the hot 
iron, I have not had a relapse. 

But every woman will not submit to the cutting operation; 
what then is to be done? Whittle the end of a match toa 
point, and with it touch each growth twice a week with the 
crystals of carbolic acid made fluid by heat. This is a very 
painless operation, and one which you will find very effectual 
in mummifying the tumor and blunting its sensitiveness. So 
prompt, indeed, is the action of this acid as a local anzs- 
thetic, that immediately after its use I have quietly snipped 
off a pedunculated caruncle without the knowledge of the 
woman, It is probable that a 10% solution of cocaine would 
be still more efficacious, and that, after its application, even 
sessile caruncles could be removed without an anzesthetic. 
For analogous conditions, Dr. A. W. Edis recommends* the 
use of a saturated solution of chromic acid. It should be ap- 
plied in the same manner as the carbolic acid, but with more 
care, and should afterwards be neutralized by pledgets of lint 
dipped in a strong solution of sodium carbonate. In this re- 
lation let me say that during a uterine treatment you will 
occasionally discover a painless caruncle. If pedunculated, 
snip it off; but if sessile, be wary of touching it, lest its re- 
moval should cause the growth of secondary painful ones. 


OTHER AFFECTIONS OF THE FEMALE URETHRA. 
URETHRITIS. 


‘There are a few other affections of the female urethra, of 
which I have no examples to show you, but with which you 


* British Medical Journal, April, 1874, p. 449. 
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will at long intervals meet. One of them is inflammation of 
the urethra. 

Acute Urethritis is usually specific, being very generally 
due to gonorrhcea; but it may come from other causes as 
well, such as a cold, or the pressure from the child’s head in 
labor. So difficult is it, even with the aid of the microscope, 
to tell a simple inflammation of this canal from a specific 
urethritis, that, for such information, we shall often have to 
rely mainly on the history of the case. But, since the testi- 
mony of the patient herself is often, either from design or 
through ignorance, untrustworthy, and since that of the hus- 
band cannot be sought, one usually treats such a case without 
knowing the source of the disease. It is, therefore, best to 
consider every doubtful case as one of specific origin, and to 
treat it accordingly. Very fortunately, the treatment for both 
varieties is pretty much the same, although it should bea 
little more energetic in the specific variety. If an acute 
vaginitis precedes the attack or co-exists with it, the cause is 
probably specific. 

The most exacting symptom is painful micturition, from 
the scalding of the inflamed surface by the urine. Fre- 
quent desire to pass the water is also not an infrequent 
symptom, but it is not so common as in cystitis. In fact 
some women, afflicted with inflammation of the urethra, will 
hold their water for a long time, in order to save themselves 
from the pain of frequent micturition. A digital examina- 
tion will elicit pain at the meatus and along the urethra, 
which will feel through the anterior wall of the vagina like a 
cord. ‘The meatus will be inflamed and swollen, and a pur- 
ulent discharge will well out of it when downward pressure 
is made upon the urethra by the finger in the vagina. 

The treatment at first should be antiphlogistic, such as flax- 
seed tea with sweet spirits of nitre, or neutral mixture contain- 
ing small doses of morphia, together with warm applications 
to the vulva. When the brunt of the inflammation has been 
passed, the oil of copaiva may be given, and urethral injec- 
tions of the silver nitrate, of the zinc sulphate, or of boric 
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acid, and the like, may be made. Of all urethral injections, 
I prefer a solution of the bichloride of mercury, of the 
strength of one part to one thousand. This is especially 
suitable for the gleet form of this disease. 


GRANULAR EROSION OF THE URETHRA. 


Whenever an inflammation of the urethra has become 
chronic, it is liable to degenerate into a granular erosion of 
the lining membrane, very analogous to that of the conjunc- 
tive. But in old women this affection may develop without 
any previous urethritis, or at least without any antecedent 
symptoms, 

The pain in micturition is excruciating, and the whole 
urethral tract is tender to pressure made on it by the finger in 
the vagiua. Upon fully stretching open the meatus, you will 
find the mucous surface highly congested and denuded of 
epithelium. This condition will usually yield to repeated 
applications of undiluted carbolic acid. ‘These should be 
made by a uterine applicator, and to the whole of the diseased 
mucous membrane. ‘The urethra should immediately after- 
wards be swabbed out or be injected with olive oil. ‘This 
acid may be boldly applied every five days, until the local 
symptoms disappear. Delicate urethral suppositories of iodo- 
fori, or of boric acid, or of bismuth, will also do much good. 
In stubborn cases the urethra should be dilated and very 
strong solutions of corrosive sublimate or of the silver nitrate 
applied. One application of nitric acid, made in precisely 
the same way as the carbolic acid, will usually cure your 
patient; but you must see to it that there is no redundant 
acid, and that the canal is immediately afterwards syringed 
out with water and swabbed with olive oil. Its use is, 
however, open to the grave objection of occasionally caus- 
ing a troublesome narrowing of the urethra, which may 
make the woman’s condition worse than before. These 
acids are best applied through French’s speculum (Fig. 10). 
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STRICTURE OF THE URETHRA. 


Owing to the shortness and the large size of the female 
urethra, narrowing of its calibre is by no means so frequent 
as in that of the male. But it sometimes occurs, and from 
analogous causes, although more frequently from operations 
on the meatus. ‘The treatment is, therefore, the same as 
that for stricture of the male urethra; but it is much simpler, 
dilatation being performed either with the finger or the uter- 
ine dilator. Usually the narrowing affects the whole urethra; 
but sometimes it is limited to the meatus or to some circum- 
scribed spot in the canal. The brunt of the dilatation should 
then be borne as much as possible by the strictured points, 
and the instruments used for stricture in the male would be 
better adapted. 


URETHROCELE. 


Sacculation, or pouching, of the urethra is usually an ac- 
companiment of cystocele, and is then remedied by an oper- 
ation designed for both lesions. But it may exist by itself, 
and then needs a special treatment. The symptoms are 
local uneasiness or pain, and painful micturition. These come 
from the inflammation caused by decomposition of the urine 
detained in the pouch. Pus can usually be pressed out of the 
urethra, and the meatus is often swollen and red from being 
scalded by the irritating discharges. Another symptom is 
partial incontinence of urine in coughing, sneezing, or in 
making a misstep. This lesion is caused almost always in 
child-birth, either by the laceration or by the over-stretching 
of the longitudinal muscular fibres of the urethra. It is dis- 
covered by the thick ridge felt through the anterior wall of the 
vagina, or by a bulging at the site of the pouch, which can 
be effaced by a pressure that also causes a few drops of urine 
to trickle out. 

The treatment consists first of astringent applications made 
through a urethral speculum, or by the introduction of sup- 
positories of tannin or of alum. These failing, narrow strips 
of the urethra may be burned with Paquelin’s cautery, through 
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the slit in the cylindrical speculum, or a wedge-shaped piece 
of the pouch itself may be excised, and the wound at once 
sutured. Emmet recommends the making of an artificial 
urethro-vaginal fistula, or, as he calls it, a ‘‘button-hole”’ 
opening in the bottom of the pouch. ‘The urethrocele being 
made still more prominent by a grooved sound in the urethra, 
a longitudinal slit of about half an inch is cut into it, and 
the redundant mucous lining of the pouch is seized, drawn 
out and snipped off. To prevent the healing up of this 
wound, the raw edge of the mucous membrane is sewed to the 
raw edge of the vagina—that is to say, the edges of the whole 
wound are ‘‘ whipped”? or ‘‘over-cast.’? Care must be taken 
that the neck of the bladder is not implicated by the incision, 
which must be limited strictly to the urethra. Since, there- 
fore, the incision does not extend into the bladder, the woman 
can hold her water at will; but, when she micturates, the 
urine passes out of the artificial opening and not through the 
meatus. ‘The urethra is syringed out daily with carbolated 
or with sublimated solutions, until the inflammation is 
cured. Even then, as the ‘‘button-hole’’ gives no inconveni- 
ence, it need not be closed, unless this be the wish of the 
patient. Closure is effected, as in other uro-genital fistule, 
by denuding the edges and sewing them together. 


PROLAPSE OF THE URETHRA. 


Another affection of the urethra is prolapse, or ectropion, of 
its ntucous lining. ‘This usually happens in children, but 
you will occasionally see it in adults of advanced age and im- 
paired health. It is readily told from a caruncle by its less 
vivid color, by the absence of bleeding, and by a lower grade 
of sensitiveness. It also involves the whole circumference of 
the meatus, which a caruncle never does. Itis attended with 
painful coition and micturition, and.often interferes with 
walking. 

A cure is attainable by various plans. Seguin introduces a 
female catheter into the bladder, and ties over it the everted 
mucous membrane. One old lady of seventy I cured by 
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snipping off a narrow strip of the mucous membrane, and ap- 
plying to the raw surface strong sulphuric acid. I should 
have preferred fuming nitric acid, but it was not procurable 
in the small village where this lady lived. ‘The attending 
physician in this case hastened the cicatrization of the wound, 
by subsequent touches with the lunar-caustic pencil. Were 
I now to be called to acase of prolapse of the urethra, I would 
treat it somewhat differently. If the tumor were small, I 
should burn a narrow streak around its whole circumference 
with the benzoline cautery; or else make Emmet’s “ button- 
hole’? in the urethra, and draw through it and remove the 
redundant portions of mucous membrane, keeping the fistula 
open until the prolapse had’ disappeared from the» meatus. 
Were the tumor large, I should draw down the redundant 
tissue, and remove it with the hot wire of the galvanic battery. 


POLY PUS OF THE URETHRA, 


Very rarely, indeed, will the urethra be the seat of a true 
polypus. When present, it starts from a point high up in the 
canal, usually at the junction of the urethra with the neck of 
the bladder, and very generally escapes detection until the 
patient has passed through several hands. Sometimes it dan- 
gles in the bladder, and then stops the flow of urine like a 
ball-valve. Whenever the act of micturition is obstructed, 
the physician should search the bladder for a stone, or for 
some other foreign body, and, failing to discover one, should 
dilate the urethra and explore it with his finger. A polypus 
should be twisted off, or be snared in the noose of a double 
canula. Once removed, it never returns. 


CANCER OF THE URETHRA. 


A cancer affecting the urethra primarily is a very rare dis- 
ease. I have seen but few examples of it. In one, the woman 
suffered from obstruction, and I wished to scrape away the 
growth; but she would not consent, and I lost sight of her. 
Once I removed a sarcomatous tumor, which grew from the 
lower edge of the meatus and blocked it up. This was ten 
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years ago, and up to this time it has notreturned. The 
proper way to treat such growths is to scrape them away, and 
to burn the raw surface with the actual cautery. 

If a removal of the morbid mass is not possible, the most 
that can be done is to keep the canal open by the daily pass- 
age of a catheter,and the occasional use of a laminaria tent; 
or else to make an artificial vesico-vaginal fistula in the man- 
ner yet to be described to you. 


INVERSION OF THE BLADDER. 


The last affection to which I shall advert is not strictly one 
of the urethra. I refer to inversion of the bladder through 
this canal, an accident of which several cases have been re- 
ported.* At first blush this may seem to you an impossible 
accident; but remember how dilatable is this canal. Through 
it very large calculi and other foreign bodies have been re- 
moved from the bladder. Again, in cases of imperforate 
hymen, or of absence of the vagina, coition usually takes 
place through the urethra. ‘The treatment here is to replace 
the bladder, and to narrow the urethral canal, either by the 
actual cautery, or by the removal of a strip of mucous mem- 
brane and the stitching of the edges of the wound together. 


* Gazette Médicale de Paris, January, 1874, p. 8. Medical and Surgical 
Reporter, February ist and 8th, 1879, pp. 94 and 115. 


LESSON LV. 


VESICAL DISORDERS OF WOMEN. 


IRRITABLE BLADDER—CYSTITIS—INCONTINENCE OF 
URINE—STONE IN THE BLADDER. 
ERY few women indeed are free from some kind of vesi- 
cal trouble, coming on at one period or another in the 
course of life; and this fact leads me to think that a brief con- 
sideration of some of these maladies, this morning, will not 
be unprofitable, more particularly if it enables us to lay down 
some well-defined principles of treatment. The anatomical 
peculiarities of the bladder, its position immediately behind 
the hard symphysis pubis, its relation to and close connec- 
tion with the womb and vagina, make this organ very liable 
to be influenced by disturbing elements. Classifying these 
causes according to their source, we find that for clinical in- 
struction it will suffice to divide them into intrinsic causes, 
—those arising within the bladder; and extrinsic,—those 
whose origin must be sought for outside of the bladder. The 
disorder itself may, further, be either functional or organic, ac- 
cording to the presence or the absence of tissue-changes. The 
latter includes cases accompanied by structural change in the 
tissues. In the former no such local lesion exists, but from 
mechanical obstructions, nervous sympathy, or from reflex 
action, the vesical functions are interfered with to such an 
extent as to claim the attention of the physician. 

Urinary troubles, as you know, are not confined to women; 
they exist in both sexes. Owing, however, to physical pecu- 
liarities, such as the shortness and the large bore of the 
female urethra, and the anatomical relations of the bladder 
to the pelvic organs, vesical diseases in the female vary con- 
siderably from those of the male, and therefore need separate 
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mention. For instance, cystitis, or catarrh, of the bladder, 
is far more frequent in women than in men; but, on the other 
hand, on account of the absence of a prostatic gland, and on 
account of the short and capacious urethra, the former are, 
as a rule, less profoundly affected by it. Vesical troubles in 
women may come from precisely the same causes as those in 
the other sex, such as urinary calculus, gonorrhoea, acrid 
urine, or a chill; but the most common source, beyond all 
question, is some uterine or some ovarian disorder, affecting 
the bladder either mechanically, or through reflex action or 
irritation. ‘The next cause in order of frequency is perhaps 
hysteria. The third may be represented by a class of injuries 
sustained by the bladder during labor; for instance, the nip- 
ping, or contusion, which it gets from prolonged pressure of 
the child’s head. 

Since disorders of the bladder are invariably stubborn, as 
well as most distressing and annoying to the patient, they are 
worthy of our careful sthdy. I shall, however, barely refer 
to the constitutional, or general, treatment of such affections 
as are common to both sexes, since it will not vary in women, 
and, therefore, comes more properly within the province of 
my colleague, the professor of surgery. There are, however, 
for obvious reasons certain points of difference which we need 
to observe in the local treatment, and to which I shall now 
call your attention. ; 

Whenever a woman comes to you with a history of fre- 
quent or of painful micturition, you must seek out the cause, 
though this is often by no means an easy task. Is it organic, 
or is it functional, or is it emotional? Does it lie inside or 
outside of the bladder? are the questions you must ask your- 
selves, and carefully consider. In general, when the bladder 
troubles arise from a catarrh of its lining membrane, the re- 
cumbent posture gives but little ease; when, however, they 
spring from such outside causes as displacement of the womb 
and pelvic tumors, the bed affords marked relief. Sound the 
bladder for stone, while you examine its base by the index 
finger passed up into the vagina. Large stones can be felt 
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and even outlined through the anterior wall of the vagina, 
while a small one will rarely escape detection by this double 
manipulation. Examine the urine, and determine whether 
it is acid or alkaline; whether it contains pus or mucus, sugar 
oralbumen. ‘The clinical history of the patient will throw 
light on the matter; the vesical distress may have followed a 
labor, and then it is clear that some internal lesion must exist. 
It may have occurred while the husband was having a local 
treatment, and then it will probably be gonorrheeal. It may 
have come after a mental shock., and is therefore nervous. 

Next consider all the extra-vesical causes. Is a uterine 
tumor or a displaced womb pressing upon the bladder? Is 
the woman pregnant?—for the gravid womb often annoys the 
bladder by its bulk. Is the womb fixed by pelvic inflamma- 
tion, and is the rectum perfectly free from fissure or from 
hemorrhoids? Or is the woman hysterical and nervous? If 
by pursuing this line of inquiry you have happily hit upon 
the cause, you will next try to remove it. 


IRRITABLE BLADDER. 


To illustrate these preliminary remarks, I shall bring in 
two patients. ‘The first isa young woman who bore a child 
about a year ago. Since then she has never been altogether 
free from womb troubles, but she counts them as nothing 
when compared with the distressingly urgent and frequent 
desire to pass water, from which she suffers. She tells me 
that her labor was a short one, but that the avdor urine did 
not come until she began to get about. She also says that 
she is more comfortable when in bed. Now this means 
either a stone or a foreign body in the cavity, or it means 
some cause external to the bladder. It does not mean pure 
cystitis, that is to say, a catarrh of the lining membrane of 
the bladder. Upon passing my index finger into the vagina, 
I find the neck of the bladder tender to the touch, and, press- 
ing upon it, the enlarged cervix of an over-heavy, retroverted 
womb. Here is a cause quite sufficient to produce all these 
symptoms, but I shall not jump to a conclusion until I have 
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first sounded the bladder. ‘This I invariably do in such cases, 
because, if a stone be present, no treatment short of removing 
the foreign body will do good, and moreover, the absence of 
a stone will confirm me in my diagnosis. I pass in the sound, 
and with my finger in the vagina raise the floor of the blad- 
der to meet its tip. Finding no stone, and no rugosities on 
the bladder walls, in default of any other cause I am forced 
to conclude that it is the dislocated cervix that is teasing the 
bladder by its pressure. "The remedy here indicated is a pes- 
sary, which I shall at once put in, and charge her to wear. 
But the neck of the bladder may be so tender as to resent the 
intrusion of so hard a pessary as the Smith-Hodge, which is 
the best of all. Insuch a case, give belladonna in some form, 
and use the softest pessary you can find—the inflated rubber 
ring is one of the best. Our patient does not complain of the 
pessary, so that I have no doubt she will be able to wear ats 
and be ultimately benefited by it, especially with the assist- 
-ance of a weekly local treatment to the congested womb. 
Let me say, in passing, that cases of frequent and painful 
micturition often happen in overtasked girls, or in sterile 
women of feeble frames, whose wombs are of natural size, 
but anteflexed. Now, I do not think that, in the majority of 
these subjects, the dysuria is due to the pressure of the fundus 
of the womb upon the bladder. On the contrary, I believe 
anteflexion to be the natural condition of the womb in vir- 
ginity and in sterility, and it therefore needs no local treat- 
ment, unless dysmenorrhcea be present. Vesical distress, in 
these cases, is neurotic or emotional, and arises from nerve- 
exhaustion, produced in the one by brain-cramming, and in 
the other by sexual excess—the reproductive apparatus be- 
ing kept in a state of constant congestion, without the local 
repose which gestation and lactation bring. The bladder is 
hysterical, if you choose so to label it, and the motto of an 
hysterical bladder, as regards local treatment, should read, 
nolt me tangere. A long vacation, functional rest, building- 
up remedies and antispasmodics, are here needed, together 
with belladonna or copaiva by the mouth, or by the rectum, to 
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allay the local irritation. And, by the way, let me here say 
that belladonna is a good stand-by in almost every form of 
vesical irritation. I usually give it according to the follow- 
ing prescription, which I can recommend: 


k. Atropiz sulphat., gr. ss. 
Aquee destillat., f. 5iv. M. 


S.—Four drops before each meal, in a wineglassful of water. To be 
increased or diminished according to the constitutional effect. 


CYS7 iis. 


But the most troublesome and obstinate of all affections of 
the female bladder is chronic cystitis, which you will recog- 
nize by frequent and painful micturition, and by mucous or 
purulent deposits in the urine. It usually starts from the 
lesions produced by labor. It may come, however, from 
other causes as well. ‘The worst case I ever saw was due to 
a single over-distension of the bladder. Some twenty years 


ago the lady traveled a whole day in a stage-coach, and from. 


motives of delicacy did not empty her bladder. When at her 
journey’s end, she could not pass her water, and had to call 
in a physician to draw it off. On that day sufferings began 
which have not up to this day ended. ‘This would not have 
happened had she imitated the example of the French lady 
in Sterne’s Sentimental Journey, who, without a blush, 
stopped the coach and got out. 

Our second patient is a terrible sufferer from this disease. 
She has been in my hands, off and on, for many months, and 
I know her history by heart. It is as follows: Her first labor 
took place some three years ago. It proved a tedious one, 
and was ended by the forceps. The prolonged pressure of the 
child’s head on the neck of the bladder so bruised it as to 
cause a very distressing cystitis, which baffled all treatment. 
In time she grew somewhat better, but a second pregnancy 
lighted up all the old symptoms, and she came to me when 
‘three months gone. In vain I tried all the stock remedies by 
the mouth, vagina, and rectum. Finally, as she could not 
come into the hospital for a local treatment, I forcibly dilated 
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her urethra. So much good was gained by this treatment 
that she was enabled to follow her duties with comparative 
comfort, and I lost sight of her for many months. But after 
her second labor she became much worse than before. She 
tells me that she now is called upon to pass her water from 
thirty to forty times during the day, and from five to ten 
times at night. Thoroughly worn out by these endless tor- 
mina, she has come to-day to have the operation of forcible 
stretching repeated. The treatment of cystitis by rapid dila- 
tation of the urethra is somewhat empirical, though not 
wholly irrational. It presupposes the presence of a fissure in 
the neck of the bladder, which may or may not exist, and, in 
so far as that is concerned, its employment is empirical, be- 
cause we rarely can tell beforehand whether such a lesion is 
present. But, on the other hand, it over-stretches and tem- 
porarily stuns the muscular fibres which surround the whole 
urethral track, from neck inclusive to meatus exclusive, and 
by which women are enabled to hold their water longer than 
men.* ‘This permits the escape of the urine with as little 
pain and as little spasm as possible. In the majority of cases 
the dilatation is followed by great relief; often by a lasting 
cure. In the latter case we should attribute our success to 
the previous existence of a fissure, healed, as are analogous 
anal fissures, by the surgical manceuvre of overstretching. 
Since the fact is generally admitted that fissure of the 
sphincter ani often succeeds labor, it is by no means improb- 
able to suppose that in like manner fissures may be formed 
in the urethral mucous membrane. But you must take this 
on trust, for I have never yet been able to feel what I could 
swear to as a fissure in the neck of the bladder. 

Let me show you how to perform this operation. First, of 
course, etherize your patient as ours has been, for the pain 
would otherwise be unbearable. Next, pass in the uterine di- 
lator, and gently stretch open the urethra, until it allows me 
to coax in, very slowly, my little finger, which has been well 
greased with carbolated oil. I can feel the sharp edge of the 


* British Medical Journal, April 27, 1878, p. 624. 
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internal meatus dilate before it, and now it iswhollyin. Iam 
able to feel the inner surface of the bladder, which is not thick- 
ened and rough, as one would suppose from the severity of 
the symptoms, but smooth and velvety. I always take this 
opportunity to explore the bladder for stone or other foreign 
bodies; for the finger isa sound with brains in it, and, there- 
fore, worth much more than the ordinary metallic sound. 
Sometimes the upper margin of the meatus is slightly torn 
by this operation, and free bleeding may take place. ‘This, 
however, I have, with one exception, always been able to 
stay by a piece of absorbent cotton moistened with Monsel’s 
solution. ‘The exception occurred in the person of this very 
woman. When I previously dilated her urethra she was 
pregnant. ‘The vessels of the vulva were accordingly en- 
larged and engorged, so that the bleeding from the slight 
rent of the meatus was altogether more than I had bargained 
for. Since no astringent seemed to be of any service, I 
passed in a fine needle deep down to the bone, and closed up 
the wound by a stitch. ‘Those of you on the front seats can 
see the notch in the meatus still left by the former operation. 
Candor compels me to mention one objection to this opera- 
tion, and that is the possibility of partial incontinence follow- 
ing it. But I have never seen this happen when only the 
little finger was used, or when the dilator was not opened 
more than one inch. In my own cases this has never hap- 
pened, but I have seen two examples of it, in which the 
thumb had been forced into the bladder. 


EG Ii, 


SKENE-GOODMAN CATHETER, NATURAL SIZE. 


But supposing this dilatation does no good; what then? 
Put the woman to bed, and drain off her urine by such a self- 
retaining catheter as the Skene-Goodman. It isso short that 
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it barely goes in beyond the neck of the bladder, and the 
holes in its bulb are so small that the thickened and softened 
mucous membrane is not likely to be sucked into them and 
to be torn off, as it will bein the ordinary catheter with 
larger openings. If this should fail, try a milk diet, rest in 
bed, and large doses of quinia. Inject into the bladder, 
though never more than an ounce at a time, solutions of the 
silver nitrate, slowly increasing the strength by two grains 
every other day, uutil thirty grains to the ounce are reached. 
Keep the solution in the bladder not longer than from five to 
ten seconds, then withdraw it, and, if the pain be great, use 
a hypodermic of morphia. 

Weak solutions of carbolic acid, of boric acid, and of sali- 
cylic acid are highly spoken of; so especially are a two-grain 
solution of quinia and a five-grain one of potassium chlorate. 
Braxton Hicks lauds a two-drop solution of hydrochloric 
acid. He injects this daily, an ounce at a time, repeating it 
until the urine flows off clear. He then follows it with one 
ounce of water, in which from one to two grains of morphia 
have been dissolved. 

One hint about the use of the ordinary flexible catheter in 
these cases: When drawing off the urine do not let the tip of 
the instrument go much beyond the neck of the bladder, else 
the mucous membrane will flap down violently upon it and 
be bruised. When fluids are injected, the tip of the catheter 
need not enter the bladder at all, but preferably should stop 
just short of the neck. Sometimes every kind of treatment 
will fail, and then we may be obliged to put the bladder at 
rest by making an artificial vesico-vaginal fistula. This 
operation is the same as in vaginal lithotomy, which will 
presently be described. Since sucha fistula tends to close up, 
it is best to stitch the vesical edge of the wound to the vagi- 
nal edge by interrupted sutures, or else to put a glass eyelet 
in the wound. 


PARTIAL INCONTINENCE OF URINE. 
There is another disturbance of the bladder peculiar to fe- 
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males, and that is an inability to hold the water during even 
such slight succussions as are imparted by laughing, cough- 
ing or by running. ‘This generally happens in women who 
have borne many children, but I have seen it as well in un- 
married women of lax fibre. Apart from ferruginous pre- 
parations, the best remedy that I know for this infirmity is a 
combination of tincture of belladonna, the fluid extract of 
ergot, and the tincture of nux vomica. If this fails, I should 
recommend the application of carbolic acid, or a cautious 
trial even of nitric acid, to the urethra, with proper hygie- 
nic treatment. Incontinence of urine often depends on an 
overfull bladder ; a condition which must not be overlooked. 
It can always be diagnosticated by supra-pubic palpation and 
by the use of the catheter. 

Over-continence or retention of urine is usually an hysteri- 
cal symptom. 


STONE IN THE BLADDER. 


Stone in the female bladder is far more rare than in the 
male. Owing to the shortness and the larger bore of the 
urethra, the calculus, after its escape from the ureter, does 
not usually lodge in the bladder, but passes away at the first 
micturition. Asa rule, the stones found in the female blad- 
der are not formed in the kidney. ‘They are generally for- 
eign bodies, such especially as hair-pins, introduced from 
without, and afterwards incrusted with urine salts. Since 
the urethra is short, and since there is no prostatic gland be- 
hind which the stone can hide; since also the whole floor and 
fundus of the bladder can be lifted up, by a finger in the 
vagina, to meet the tip of a sound passed in per urethram, a 
stone in the female bladder is not so likely to elude the 
search as one in the male bladder. Further, if the diagnosis 
cannot be fully made out with the sound, the urethra can be 
dilated and the bladder explored with the finger. 

Should the stone be not larger than the girth of the index 
finger, dilate the uretha to that extent, and remove the for- 
eign body, either with a delicate pair of forceps, or, as Ogston 
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recommends,* by coaxing the stone up to the neck of the 
bladder, and out through the urethra, by means of the two 
fingers in the vagina. But,ifit be larger, incurable incon- 


CoAXING STONE OUT OF BLADDER BY TWO FINGERS IN VAGINA. (After 
Ogston.) 


tinence of urine will probably follow its removal through the 
overstretched urethra. It should, therefore, be removed by 
lithotripsy, if it be soft and crushable, é6r by lithotomy, if it 
be hard or bulky. The operation of vaginal lithotomy in the 
female is, however, so easy and so safe a one, that it would, 
in the majority of cases, be far safer for the general practioner 
to extract the stone by incision than by repeated crushings. 
Vaginal lithotomy is best performed after Emmet’s plan. 
A sharply-curved uterine sound is introduced into the blad- 
der, and made to push down the base of the bladder at a 


* Edinburgh Medical Journal, 1879, p. 27. 
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point just beyond its neck. Witha pair of scissors a hole is 
then snipped into the bladder upon the tip of the sound. 
One blade of the scissors is then passed into the opening, and 
the base of the bladder and the anterior wall of the vagina 
are cut upward in the median line towards the cervix uteri. 
By following this course the incision will avoid injury to the 
neck of the bladder and to the ureters. After the stone has 
been extracted, the lips of the wound are to be brought to- 
gether by silver sutures, and the case treated like one after 
the operation of vesico-vaginal fistula. But, if the stone has 
produced cystitis or great irritability of the bladder, it would 
be better to leave the incision open, and keep it open in the 
manner previously described, until the bladder has become re- 
stored to health. 


LESSON V 


FISTULZ OF THE FEMALE GENITAL ORGANS. 


ORO-GENITAL FISTULA; RECTO-VAGINAL FISTULZ; 
PERINEO-VAGINAL FISTULA. 


ISTULOUS communications between two of the pelvic 
organs are by no means rare. ‘Their names, being taken 
from the organs they involve, are descriptive of their char- 
acter. ‘Thus in Fig. 13, A represents the course of a vesico- 
uterine fistula; B, that of a vesico-utero-vaginal fistula; C, a 
vesico-vaginal fistula; D, a urethro-vaginal fistula; E, a recto- 
vaginal fistula; F, a perineo-vaginal fistula. 

They may come from accidents, such as a fall upon a stake 
or a slide down a hay-rick upona pitchfork. ‘They come from 
abscesses, from fever-sores in the vagina, or from a stone in 
the bladder ulcerating its way into the vagina. But in the 
vast majority of cases they are produced by the lesions of 
labor, that is to say, either from pressure-sloughs, or from 
the extension of a cervical laceration into the bladder or into 
the rectum. 

While, then, lacerations of the perineum are too often due 
to the abuse of the forceps, its disuse or its tardy use leads 
to the formation of these fistula. Hence it is that they are 
rarely found among the well-to-do, but among the poor, who 
are attended by midwives or by inexperienced physicians. 
In my experience, indeed, no gynecological operation is so 
unremunerative to the surgeon as the one for this lesion. 

The fistulae most commonly met with are those which form 
a communication between some portion of the urinary tract 
and some portion of the genital tract. Of these I shall speak 
first and at length. 

(63) 
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URO-GENITAL FISTULA. 


Their history is as follows: A few days after a labor in 
which the second stage has been protracted, a deep pressure- 
slough on the vesico-vaginal or on the vesico-uterine septum, 
falls off, an opening is left between the two organs, and the 


FISTULA OF THE GENITAL ORGANS. (MODIFIED FROM BEIGEL.) 


urine dribbles away per vaginam. ‘The treatment should now 
consist in the introduction or a self-retaining catheter, and in 
cleansing the vagina with repeated injections of a 2.5% solu- 
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tion of carbolic acid, or of a 1:2000 solution of corrosive sub- 
limate. ‘These simple measures will often close up a recent 
hole of large size. Should they fail, alternate application of 
nitric acid and of the silver nitrate may be tried. By these 
means I once succeeded in healing the only lesion of this 
kind that ever occurred in my own practice. 

Should this treatment prove unavailing, the opening will 
degenerate into a fistula, and the woman’s life then becomes 
a burden to her. Always wet with the dribbling urine, her 
person becomes offensive, and her vulva and thighs get sore. 
Excoriation of the vagina also takes place, the raw surfaces 
becoming incrusted with urine salts. Inso far as her own 
comfort is concerned, she is no better off with a hole in the 
bladder not large enough to admit a probe, than with one in- 
volving the whole base of the bladder; for the former will 
equally drain off the urine as fast as it is secreted. 

Not more than thirty years ago, Dieffenbach pronounced 
these fistulae to be the opprobrium of the profession. So 
rarely indeed were they in his time healed, that every cure 
was heralded in all the medical journals. Now, thanks to the 
genius of the late Marion Sims, failures are the exception to 
the rule. 

The means which he devised for the treatment of these 
fistulze were, firstly, the duck-bill speculum, by which the 
vagina can be widely stretched open, and the fistula placed 
within operative reach; secondly, a self-retaining catheter; 
and thirdly, the silver suture, which is not liable to cut out 
by ulceration. Next to him, we are indebted to Emmet and 
Bozeman, of New York, to Agnew, of Philadelphia, and to 
Simon, of Heidelberg, for great improvements in the details 
of the operation, and for much instrumental ingenuity in its 
execution. 

The instruments needed for this operation will vary with 
the taste and the skill of the operator; but there are several 
which will be found very useful. These will consist of a 
strong needle-holder, a few fine lance-pointed needles, two 
uterine tenacula, a duck-bill speculum, a long rat-toothed for- 
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ceps with a blunt hook and a wire-adjuster at the end of its 
handle (Fig. 14), scalpels of various sizes, a double-edged 
knife, two right and left-angled ones (Figs. 15, 16, 17, 18 
and 19), a wire-twister and a wire-adjuster (Fig. 20), or in 
their stead, perforated shot and a shot-compressor. Several 


FIG. 14. 18, 19, 20. 
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pairs of scissors, one curved on the flat (Fig. 21), and others ° 
with right and left curves, will also be found very useful. 
Among the best of these are Emmet’s (Fig. 22), and the very 
ingenious one devised by Heywood Smith (Fig. 23). 

In illustration of these remarks, I shall now bring in a girl 
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with a fistula, unfortunately at the neck of her bladder, and 
involving both bladder and urethra. I say unfortunately, 
because at this site two sets of antagonistic muscular fibres 
interlace, which tend to pull on the edges of the wound and 
keep them from uniting. The fistula was caused by very 
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Scissors CURVED ON THE FLAT. 
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FIG. 23. 


HEYWooD SMITH’S SCISSORS. 


unusual means. She had an hysterical bladder, which re- 
‘fused to empty itself without the catheter. Her physician, 
tired of being sent for at unseasonable hours to draw off 
her water, very properly taught a member of her family how 
to doit. One day, the catheter, which she says was a silver 
one, broke off near its tip in the bladder. Efforts to remove 
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the fragment per urethram failing, an opening from the 
vagina into the bladder was made by her physician. In 
lithotomy in the female the incision should begin just above 
the neck of the bladder, and run upward toward the cervix 
uteri. It then heals up without any difficulty; the trouble, 
indeed, lies in trying to keep it open long enough to cure the 
accompanying cystitis. But in this case, for some reason, the 
urethra and the neck of the bladder were both slit open. The 
lips of the wound refused to knit together. Since that time 
repeated operations, performed on her by different physicians, 
have not only wholly failed, but they have enlarged the 
opening so that it will now admit my finger. A few months 
ago, I tried my hand at it, but without the slightest gain. 
The stitches tore out as if the tissues were made of blotting- 
paper, and the shotted wire-loops hung from either lip of the 
wound like ear-rings. She was then in wretched health, and 
I blame myself for having made the attempt; but she had 
come from a long distance, and I allowed myself to be over- 
persuaded. She was at once put on large doses of the dried 
iron sulphate in the form of Blaud’s pill, and sent home to 
recruit. 

She returned two weeks ago in very much better health, 
but the vagina and vulva were so much excoriated that I did 
not venture to operate on her at once, as she wished. She 
was put on a preparatory treatment, which has done her so 
much good that you will do well to charge your memory 
with its details. All the hair encrusted with urine salts was 
cut off. The vagina was washed out twice daily with a strong 
solution of alum, and the sore vulva and perineum smeared 
over with an ointment of the zinc oxide made as stiff as pos- 
sible, so as not to be readily washed away by the dribbling 
urine. Some phosphatic deposits around the fistula were 
scraped off, and the bleeding surfaces touched with the silver 
nitrate. Several times, by way of change, all the excoriated 
surfaces were brushed over with a two per cent. solution of 
the silver nitrate. I also waited for her catamenia to come 
and to go; they ended six days ago. Yesterday she took a 
dose of oil, and this morning one grain of opium. 
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In what posture shall she be placed? In one of three—the 
semi-prone, the knee-elbow, and the lithotomy. Of these 
you will find the last, in the long run, to be the best; but 
sometimes one posture suits the case better than another. In 
her case, after examining the fistula in each of the three pos- 
tures, I found the knee-elbow one to expose the fistula the 
best. She will, therefore, be put in that position, her chest 
being supported by a small box,to which a pillow has been 
secured by a roller-bandage. For retaining a patient in this 
position, Bozeman has devised an ingenious harness. 

How shall the ether be given? After trying many plans I 
have come to the conclusion that Allis’s ether inhaler (Fig. 
24) is the very best yet devised, and I now invariably use it 


SNOWDEN 


ALLIS’S ETHER INHALER. 


in every operation needing an anzsthetic. It consists of a 
metallic frame with numerous slits in its sides through which 
a roller-bandage is passed and repassed in parallel rows. 
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Over the frame is laced a morocco hood, which is sufficiently 
large to cover the nose, chin and mouth, but not the eyes. 
The ether is dropped continuously upon the layers of the 
roller-bandage, which offer a very large evaporating surface. 

This inhaler possesses several advantages over the ordinary 
towel-cone: Plenty of air being mixed with the ether, the 
unpleasant choking sensation is greatly diminished. Less 
ether is needed, and less time is spent in inducing complete 
anzesthesia—five minutes being generally long enough. 
The last advantage, and by no means the least one, is that 
the ether is dropped continuously on the inhaler, which need 
never be removed from the face. ‘There is, therefore, an en- 
tire absence of those painful struggles, which are so fre- 
quently induced at every fresh instalment of ether poured in- 
to the towel-cone. 

After exposing the fistula by the duck-bill speculum, and 
after introducing a catheter into the bladder asa guide, I 
begin to denude the edges of the fistula by beveling them 
down to, but not through, the mucous lining of the bladder 
and urethra. ‘The edges of the fistula are hooked up bya 
uterine tenaculum, and the cutting is done partly by a very 
small double-edged and curved tenotomy knife, and partly 
by right-hand and left-hand knives and scissors. The funnel- 
shaped wound thus made presents the broadest raw surface 
-possible on such a thin septum as that lying between the va- 
gina and the bladder. The stitches will now be passed, 
about five to the inch, by bending the end of each wire over 
a silk loop, with which a lance-pointed needle is armed. 
Aided by the tenaculum, which hooks up the tissues firmly, 
the needle, held in the jaws of a needle-holder, will enter 
the vaginal mucous membrane about a quarter of an inch 
from the denuded edge, and slope upwards until it emerges 
just at the bladder-edge. It is seized and drawn through, 
and the opposite edge of the wound is hooked up by the ten- 
aculum. ‘The needle is then carried on by being introduced 
at a corresponding point near the bladder-edge. As soon as 
it appears on the vaginal surface, the tenaculum is released 
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from its hold, and its hook is passed over the needle point so 
as to make counter-pressure. In this manner eight stitches 
have been passed—six on the wound itself and one at each 
end—and each one will be secured by a perforated shot. 
During the operation the urine has been trickling over the 
wound, and has of course deposited. some of its irritating 
salts on the raw surface. ‘To remove these, and to insure 
union by the first intention, I shall syringe the wound 
with carbolated water just before and each time a shot is run 
down and pinched. 

Twisting the wires together is the method of securing them 
mostly in vogue; but if this be done, the wire adjuster must 
first be run down each wire to set it, so that when the ends 
are twisted, the twist shall start directly over the line of in- 
cision and not to one side of it. I do not think that it pos- 
sesses any advantages over the shot, and from long habit I 
prefer the latter. With them I can estimate the amount of 
tension on the wires, by them eversion of the lips of the 
wound is prevented, and they, further, seem to me to act as 
splints and adjusters. 

I have been debating in my mind whether or not to leave 
in the Skene-Goodman self-retaining catheter. But, although 
I have frequently dispensed with one, it seems to me best not 
to do so in this instance. My reason for concluding to use it 
is that, since the urethra is involved, the subsequent swell- 
ing may occlude it and prevent the woman from passing her 
water. Should the little holes in the nozzle become stopped 
up by mucus or by phosphatic deposits, the catheter must be 
removed, cleaned and re-inserted. They must not be cleared 
by the insertion of the nozzle of a syringe into the free end 
of the rubber tube, and by the injection of warm water into 
the bladder, as this would distend it too much. If the bladder 
resists the intrusion of the catheter, it can be quieted by rectal 
suppositories containing one grain of the aqueous extract of 
opium and half a grain of the extract of belladonna. After 
the first twenty-four hours, the vagina will be washed out 
twice daily by a three per cent. solution of carbolic acid or 
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by a 1:2000 solution of corrosive sublimate. ‘The bowels will 
be kept bound for a week, and then be opened by castor oil. 
The stitches will be removed from the eighth to the tenth day. 

‘he operation which has just been performed was without 
complications. The fistula was unusually accessible, the 
blood-loss trifling, and very little time was needed for denud- 
ing the edges and for sewing them up. But such is by no 
means the case with most of these fistula. I have sometimes 
been over two hours at a single operation, and sometimes 
been at my wits’ end to know how to meet certain complica- 
tions. It will, therefore, be well for you to have some broad 
rules for guidance—aphorisms, we will call them. 

The best time for the operation is during the week follow- 
ing that of menstruation. If it be done earlier, the flux will 
be likely to return; if later, to be precipitated. In either 
case it is liable to become hemorrhagic, and to mar the suc- 
cess of the operation. 

The first thing to be done after the patient has become fully 
anzesthetized, is to sound the bladder for stone. For there is 
no doubt, as Dr. H. F. Campbell has shown,* that the pres- 
ence of a stone in the bladder during labor is an occasional 
cause of vesico-vaginal fistula. It is then liable to become 
incarcerated in some corner of the now always empty blad- 
der, and be overlooked. When the fistula is cured, the dis- 
tension of the bladder dislodges the stone from its nest, and 
evokes for the first time the characteristic symptoms of calcu- 
lus. ‘Thus it has repeatedly happened, that, shortly after the 
cure of a vesico-vaginal fistula, lithotomy had to be performed 
in order to extract a large stone—so large indeed as to show 
that it had been overlooked, at the time of the operation. 

Sometimes, during the paring of the edges, an artery will 
spout, or a vein, held open by the inelastic cicatricial tissue in 
which it lies, will bleed without stint. No complication is 
more embarrassing than this, for the blood obscures the parts, 
and prevents further paring. A lump of ice or the finger 
pressed on the bleeding point, will usually stopit. A stream 
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of vinegar or of ice-water, or of hot water, or one of a satu- 
rated solution of alum, projected by a syringe, are the next 
best hzemostatics. If these fail, a suture must be passed 
under the vessel, and steady traction made on the ends of the 
wire until the paring has been finished. ‘The final closure 
of the wound by the sutures will almost always permanently 
stop the bleeding. To prevent these hemorrhages it is a 
good plan, first suggested by Emmet, to precede every opera- 
tion by a vaginal douche of from one to two gallons of water, 
ranging in temperature from 105° to 120°. Under the im- 
pact of the hot water, the parts become blanched and shriv- 
elled like the hands of a washerwoman, and for some time 
stay with but little blood in them. The most provoking ac- 
cident that can happen is secondary hemorrhage, for it usu- 
ally destroys the union already gained. Now, give opium 
and digitalis in decided doses. If the blood finds vent in the 
vagina, injections of hot water, or of ice-cold solutions of 
alum or of tannin, should be tried; and if these fail, a light 
tampon may be packed in. If, however, the blood collects in 
the bladder, the case is a pretty hopeless one so far as union 
is concerned. Lumps of ice pushed well up into the vagina 
will sometimes stop further loss, but usually the over-stretch- 
ing of the bladder and the consequent tenesmus have already 
separated the lips of the wound. Sometimes it will be need- 
ful to cut the stitches and secure the vessel by a ligature. 
Strong solutions of pepsin thrown into the bladder, will 
greatly aid in breaking up the blood-clot and in getting rid 
of it. 

In paring the edges of fistula, try always to cut off one con- 
tinuous strip. By this means alone can you be sure that no 
islets of undenuded surface have been left behind. ‘Try also 
not to cut into the bladder, lest troublesome bleeding should 
occur. 

It is a good rule, further, not to invade the mucous surface 
of the bladder with the needle; firstly, because each suture- 
track may become a fistula; and, secondly, because the 
mouth of one of the ureters may be noosed by a stitch and 
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closed up. If the fistula be circular, its lips should be brought 
together in the direction the least resistance, whether it be 
fonnd to lie at right angles to the vagina or in its axis. 
Puckering at the poles of such a wound can be avoided by 
prolonging the surface denudation at each end to a point, or 
ear. 

The nearer the fistula to the vulva, the easier the opera- 

tion. Ifit be high up and difficult to reach, bring it down 
either by traction with tenacula on adjacent surfaces of the 
vagina, or on the cervix uteri. Simon’s plan of passing two 
strong wires through the lips of the cervix, and making firm 
traction on them, is an excellent one. I can recommend it 
as greatly facilitating an operation which would otherwise be 
very difficult of execution. 
‘The use of the catheter is by no means so needful after the 
operation as it was supposed at one time to be. ‘The late Dr. 
Simon dispensed with it altogether; but there is a golden 
mean better than dogmatism. In small openings there is no 
need forit. In larger ones the water should be drawn off 
every four hours, or a good self-retaining catheter be used. 
The best one is the Skene-Goodman (Fig. 11). Whenever . 
the self-retaining catheter teases the bladder into tormina, it 
does more harm than good, and should be at once removed. 
Sometimes it provokes a hemorrhage. A medical friend of 
mine operated four times, and I once, on the same woman, 
unsuccessfully. Each time Sims’s self-retaining catheter was 
used, and each time an abundant hemorrhage took place 
into the bladder. At the sixth time, by withholding the 
catheter, I saved my patient from having a hemorrhage, and 
cured her. : 

Whenever a fistula at the neck of the bladder or in the 
urethra fails, after several trials, to be cured, before repeating 
the operation make an artificial fistula higher up. It will 
drain off the urine and allow the lower fistula to heal up. I 
am, indeed, not sure but this course would be the best to 
pursue in the outset, before touching large fistule on such 
embarrassing sites. After the cure of the original fistula, the 
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artificial one will be attended to. As a corollary to this, 
whenever the edges of a large fistula cannot be made to come 
together throughout their whole extent, close that end orly 
which is lax, and reserve the rest for another operation. The 
united portion will in a few weeks’ time so draw on the tis- 
sues as to make the edges of the ununited portion come 
together. 

The lips of the wound must be exposed to as little tension 
as possible from the surrounding tissues. All cicatricial 
bands pulling on the edges of the fistula will, therefore, need 
cutting. ‘They are made out by the finger better than by the 
eye, and feel like tight cords under the skin. They should 
be nicked at several places by scissors, and, to prevent their 
reunion, should be put on the stretch by plugs of glass or of 
vulcanite; or, as Bozeman advises, by sponges enclosed in 
waterproof bags, made either of rubber or of oiled silk. For 
this purpose I have used, with great satisfaction, the old- 
fashioned globular glass pessary. ‘This may have to be done, 
and even repeated, weeks before the tense parts are sufh- 
ciently softened and stretched for the operation. In bad 
cases of cicatricial contraction, it constitutes an indispensable 
preparatory treatment. Often, however, the cutting of these 
bands can be postponed to the time of the actual operation, 
for the fistula itself will close up by first intention before 
these open granulating wounds can heal over. In cases ot 
transverse fistulae whose edges cannot be brought together, 
Courty relaxes the longitudinal tension of the vagina by a 
semi-circular incision around the upper half of the meatus 
urinarius, and by permanent traction on the cervix uteri, 
made by a wire passed through its hind lip and fastened to a 
piece of cork-wood laid across the vulva. . 

When the neck of a funnel-shaped fistula is not to be 
reached, or when a fistula lies in a funnel-shaped hollow of 
the vagina which cannot be exposed, a ribbon of the sur- 
rounding tissue may be removed, and the raw surfaces sewed 
together by overstitching. 

A fistula involving the cervix uteri, as in a vesico-utero- 
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vaginal fistula, or one lying very close to the cervix, and 
consequently, having a lack of yielding tissue around it, is 
by no means easily cured. ‘The best way to overcome the 
difficulty is to slit the cervix bilaterally to the vaginal junc- 
tion, denude the fore-lip, and unite it to the lower edge of 
the fistula. By this treatment, although the cervix is de- 
formed and may give such future trouble asa lacerated cervix 
will, the woman is not deprived of her capability of procreat- 
ing. If, however, closure of the fistula in this manner can- 
not be effected, a strip of vaginal surface behind the cervix 
must be denuded and united to the freshened free edge of the 
fistula. ‘The cervix will thus be turned into the bladder, and 
the woman will thereafter menstruate into that viscus, and 
of course remain sterile. 

If an opening exists between the bladder and the womb, as 
in a vesico-uterine fistula, a probe should be passed in to find 
out how high up the supra-vaginal portion of the cervix 
uteri the fistula lies. If it does not lie too high above the 
vaginal insertion, the cervix should be slit up to the fistula 
itself, which is then to be pared and closed by deep cervical 
stitches. "The wound in the cervix will next be sewed up, 
as in the operation for laceration of the cervix. If the fistula 
cannot be reached, the cervical canal must be pared and 
closed up. ‘The woman will thereafter menstruate into the 
bladder through the fistula, and remain sterile. In one case, 
however, after such an operation, pregnancy took place. It 
was accounted for on the supposition that one of the suture- 
tracks did not immediately close up. ‘The surgeon, J. R. 
Lane, thinking that the enlargement of the womb was due to 
retained menstrual fluid, re-opened the cervical canal. ‘The 
woman aborted of a four months’ foetus, and was afterwards 
cured by a repetition of the operation. 

There is another class of uro-genital fistulae about which, 
although rare, you will need to know something. I refer to 
that in which one ureter is involved, while the bladder es- 
capes. It comprises two varieties; tlie uretero-vaginal and 
the uretero-uterine. The ureters, after entering the pelvis, 
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converge towards the cervix uteri, and at points about an 
inch in front of the external os uteri, and from half an inch 
to: three-quarters of an inch to either side of it, reach the out- 
side of the bladder-wall. After running a short distance 
between the vagina and the bladder, they pierce the latter in 
an oblique direction. It is at these points in the right and 
the left anterior cul-de-sac of the vagina that uretero-vaginal 
fistulae are found. Still more rare are the uretero-uterine 
fistula. They can take place only by the prolongation of a 
cervical tear into the vagina as far as the ureter. 

Fistule of the ureters are, however, more frequently the 
result of an operation for a vesico-vaginal fistula involving 
the mouth of one ureter. ‘They are recognized by the secre- 
tion of one kidney being evacuated naturally, and that of the 
other kidney through the vagina. Also the probe introduced 
into the fistula will not go into the bladder, but pass up to- 
wards the kidney, and further, milk thrown into the bladder 
will not discolor the dribbling urine. Then again, if the 
opening in the cervix or in the vagina be temporarily plugged 
up by a sponge-tent, or be closed up by a stitch, pain will be 
felt in one kidney, and all the symptoms of hydronephrosis, 
or occlusion of the ureter, will present themselves. These 
fistule are extremely hard to treat. Their cure depends, as 
my friend, Prof. Theophilus Parvin, has practically pointed 
out, upon the formation in the bladder of a new mouth for 
the ureter, and upon closing up the fistula without encroach- 
ing upon the lumen of the ureter. By making with a trocar 
a new channel into the bladder for the ureter, and by paring 
merely the mucous surface of the vagina, together with a 
portion of the fore-lip of the womb, he gained the honor of 
recording the first case of cure.* 

If, during the course of an ordinary operation for a vesico- 
vaginal fistula, little jets of urine are seen to come from the 
edge of the wound, it is plain that the mouth of one ureter is 
involved, and will be in danger either of occlusion, or of forin- 
ing its own fistula. ‘To avoid this accident, the mouth of the 
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ureter should be slit up for half an inch inside of the bladder, 
or a V-shaped piece should be taken out, so as to place it 
above the grasp of the sutures, and the latter be passed as 
carefully as possible between the ureter and the vagina. 

Sometimes a fistula of one ureter is congenital. When the 
bladder is wanting or is rudimentary, one ureter, or both of 
them, will open into the umbilicus, or the rectum, or the va- 
gina, or into the urethra. Sometimes, although the bladder 
may be naturally developed, one ureter will go astray and 
end in the vagina, or very near to the meatus urinarius. 
The symptoms will be precisely like those previously de- 
scribed. ‘The best paper on the subject is one by Dr. W. H. 
Baker, of Boston, who met with an example* in which the 
ureter ended two lines below and to the left of the meatus 
urinarius. He cured his patient by the following ingenious 
operation : 


‘‘With a probe in this canal, a Sims’s speculum exposing the vagina, an 
incision was made through the vaginal membrane down upon the probe, one 
inch and a half from the meatus, and it was then found that, instead of cut- 
ting into a fistulous tract, we had opened a ureter, from which the urine 
now flowed drop by drop, as it had from the minute orifice by the side of 
the meatus. A uterine probe could now be passed seven inches, which was 
the length of the instrument, up the course of the left ureter. From the 
point of incision this ureter was now easily dissected out, which was done 
for a little more than an inch inward and a portion of the way outward. It 
was then decided to turn the course of the ureter into the bladder as near 
the point where it should have gone as possible. Dissecting up the vaginal 
membrane to the left of the median line at a point one inch from the inter- 
nal orifice of the urethra, the bladder was punctured; the ureter was then 
cut off, enough being left to go through the thickness of the bladder, that 
the tension might not be too great upon the ureter. The edge of the ureter 
was then stitched to the lining membrane of the bladder all around the in- 
cision through that viscus ; the stitches used (being the only ones at hand) 
were strong cotton threads, which were cut off short and left to ulcerate into 
the bladder. The vaginal wound was then closed over the whole, the edges 
of its membrane being brought together by five silver sutures. A uterine 
probe being then passed through the urethra into the bladder, could be con- 
ducted several inches up the ureter. . . The urine was then drawn off 
every four hours for several days, then every six hours, until the eighth day 
after the operation, when the silver sutures being removed, the line of union 
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being perfect, she was allowed to pass her water naturally. From May 22d 
to May 2gth, four of the short cotton stitches, coated with phosphatic de- 
posit, were noticed in the water returned from the bladder, and it was 
judged that the two remaining had passed unobserved.”’ 


Whenever it is impossible to cure a large urinary fistula, 
provided it is not involving a ureter, we are warranted in 
closing up the vagina, either by transverse obliteration as 
high up as possible, or, if that cannot be done, by longitud- 
inal obliteration at the vulva. The former is the better plan, 
because it leaves a smaller reservoir for residual urine, and 
does not hinder sexual intercourse. It should always be done 
when possible. A circular strip of mucous membrane is dis- 
sected off from the vagina, and the raw surfaces are brought 
together transversely by interrupted metallic sutures. The 
vulva is closed by prolonging upward, until they meet under 
the urethra, the wings of the raw surface made for the restor- 
ation of a torn perineum. ‘These operations should not be 
undertaken, unless the fistula is large enough to allow free 
inter-communication between the natural and the artificial 
reservoir. For incurable fistulz of the ureter the correspond- 
ing kidney has very successfully removed by Simon, Zweifel, 
Czerny and Crédé,* and also by Fritsch. + 


RECTO-VAGINAL FISTULA. 


Fistulous tracts between the vagina and the rectum are not 
so common as those between the vagina and the bladder. 
Neither are they so annoying to the woman, because the act 
of defecation is not one constantly going on like the secretion 
of urine. ‘The greatest inconvenience is the involuntary es- 
cape of wind and of fluid feces from the bowel into the vagina. 
Recto-vaginal fistulae come from the pressure-sloughs and the 
lacerations to which the vagina is liable during a difficult 
labor. ‘They come also from abscesses and fever-sores of the 
recto-vaginal septum, and especially from the ulceration pro- 
duced by hard feces accumulating and retained de/ow—not 
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above—a stricture of the rectum. Occasionally, after the 
operation for restoring a ruptured perineum, an ununited 
portion of the wound just above the sphincter will form a 
fistula. ‘There are several different ways of closing them, and 
it is well to have each one at one’s finger-ends, because the 
operation, however skillfully performed, is liable to fail. 

One operation consists in treating the fistula precisely like 
a vesico-vaginal fistula—that is, to bevel its edges from the 
vagina, and introduce interrupted metallic sutures. 

A second is to bevel the edges from the rectum, and intro- 
duce the sutures from the rectum side. 

A third is to bevel both vaginal and rectal margins, and to 
put in two sets of interrupted sutures, the one vaginal, the 
other rectal. In order to avoid the trouble and the pain of 
removing the rectal sutures, I prefer them to be of fine gut. 
After paralyzing the sphincter ani by overstretching, and by 
the use of the duck-bill speculum, the fistula can very gener- 
ally be reached from the rectum. 

By a fourth method, and a very good one it is, the recto- 
vaginal septum is split at the rim of the fistula, and the two 
sets of opposing flaps are united by rectal and vaginal sutures. 

In the fifth, which I can highly recommend, a shallow cut 
is made around the vaginal mouth of the fistula, about half 
an inch away from it, and the mucous membrane is dissected 
up to its rim in a frill. This is next inverted and pushed 
into the rectum through the opening, which is now closed by 
rectal and vaginal stitches—the former uniting the raw sur- 
faces of the frill, the latter the raw strip around the vaginal 
rim of the fistula. Should the opening into the rectum be 
too high up to be reached, the rectal stitches can be passed 
per vaginam in the following manner: Before the mucous 
frill has been inverted, metallic sutures are passed through its 
edges, each end of each one entering the raw surface and 
emerging on the mucous surface. The free ends of the wires 
are next secured temporarily by twisting them over a per- 
forated shot. After all these sutures have been passed, the 
shot are pushed through the fistula into the rectum and out 
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through the anus, and the frill is inverted by traction on 
them. ‘The shot are then run up one by one to the rectal 
wound and clamped, and the operation is completed by sew- 
ing up the vaginal wound. 

In each one of these five operations, the sphincter ani should 
first be paralyzed by overstretching, and the bowels after- 
wards kept bound for one week. ‘This has hitherto been my 
own plan; but there are not wanting surgeons who advise a 
daily evacuation of the bowels, and I am by no means sure 
that they are not right. 

Perineo-vaginal fistulee and blind fistulze of the labia or of 
the vagina, need to detain us buta moment. ‘They should 
be so dilated or so cut open as to admit of free cauterization, 
either with a red-hot uterine sound or with nitric acid. Some 
I have cured by the oil of turpentine, or by a saturated 
etherial tincture of iodine injected into the sinus by means of 
a hypodermic syringe. If these means fail, the sides of the 
fistula must be pared and sutures put in. One recto-labial 
fistula which resisted all other plans of treatment, I cured by 
the elastic Hgature. But all operations laying open the 
whole fistulous tract are to be avoided, because they are 
liable to weaken the perineum and disable the sphincter 
ani. For this reason, after any one of these fistula has been 
laid open, its lining membrane should be carefully dissected 
out with the knife, or be burned off by the thermo-cautery, 
and the wound at once closed by deep and superficial sutures. 
This is the very best treatment for anal fistulee, whether in the 
male or the female. 

As an anal fissure is very common in women, it should 
always be searched for. It usually can be readily seen by in- 
verting the rectal mucous membrane by a finger in the vagina. 
Overstretching the sphincter ani is probably the most certain 
way of curing it. 
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CLOSURE OF THE VULVA FOR INCURABLE VESICO-VASINAL 
FISTULA—TUMORS OF THE VULVA. 


CLOSURE OF THE VULVA. 


HE first patient brought before you is the one that served 
as the text of my lecture on vesico-vaginal fistula. She 
was operated upon three weeks ago to-day, and the stitches 
were cut on the eighth day. Each one held its own, and the 
wound has united at every point. Jattribute my success this 
time wholly to the improved condition of her health. Her 
flesh was, therefore, firmer in texture, and more ready to heal. 
She is not yet able to hold her water longer than two hours; 
but day by day the bladder walls will stretch more and more, 
until the natural tolerance is attained. She has been cured 
of a distressing infirmity, and goes home very happy. Such 
results make one proud of one’s profession. 

Our next case is a very sad one, because it lies beyond the 
reach of reparative surgery. All that can be done for her is 
to make her infirmity more bearable. Fourteen years ago 
this woman went into her first labor. The arm presented, 
and, as she lived on a farm many miles from her physician, 
by the time that he arrived, the shoulder had become so 
tightly jammed into the pelvis that version could not be per- 
formed. He sent for a friend, who, after repeated trials, also 
failed. As ether could not be procured without very great 
delay, and as there seemed to be a tendency to spontaneous 
evolution, they waited for the natural delivery of the child. 
This ultimately took place very unexpectedly; but, as the re- 
sult of long-continued pressure, extensive sloughing followed. 
The whole base of the bladder, and a large part of the urethra, 
have been destroyed; while all that is left of the vagina is 
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short, jagged and gristly hole, which will not admit my index 
finger. Since that time she has suffered so much from the 
excoriation of her person, caused by the constantly dribbling 
urine, as to become an opium-eater. You can see for your- 
selves how the skin resents the intrusion of the urine, and yet 
it by no means looks so angry as when she first came into my 
hands. It was then raw in patches and incrusted with the 
lime-salts of the urine; but applications of a stiff oxide of 
zinc ointment, and repeated lotions and vaginal injections of 
strong alum water, have done much good. 

The relation of the parts has become so much disturbed by 
cicatricial contraction, that I have not yet been able to dis- 
cover exactly where the womb lies. It undoubtedly exists, 
for she has twice menstruated during the past thirteen years; 
but it has probably been turned into the bladder, or been so 
matted in dense structures as toelude my search. It has also 
most likely taken on atrophy, and become functionally de- 
stroyed. ‘This is a curious fact which I am sure often takes 
place; for twice under like circumstances, after a prolonged 
search under ether, I found an infantile womb. Nor can I 
otherwise explain the infrequent menstruation, and even 
amenorrhcea, which so commonly attend the presence of 
a vesico-vaginal fistula. Perhaps the severe injury which the 
reproductive apparatus has sustained stuns it and stunts it; 
or perhaps the dribbling of urine over these sensitive struc- 
tures quenches all sexual desire. At any rate, a woman with 
a hole in her bladder is unfit for the marriage relations; and, 
from this point of view, it is, perhaps, a fortunate circum- 
stance that our patient’s husband died very shortly after her 
delivery. 

She has consulted many surgeons and specialists—she tells 
me that I am the eighteenth—but they all shook their heads 
over the case, for it was plain enough that there was no 
chance whatever of closing up the fistula, and of making a 
new urethra. Since there is no urethra, and not vaginal tis- 
sue enough left to come together, transverse obliteration of the 
vagina is out of question. I thought, however, that if a per- 
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manent opening were made through the recto-vaginal septum 
into the rectum, I might safely close up the vulva and the 
mere urethral ring, and convert the lower bowel into a blad- 
der. I was emboldened to recommend this step, because a 
very analogous operation had succeeded in the hands of my 
friend, Dr. W. W. Keen. His patient had an incurable 
vesico-vaginal and recto-vaginal fistula, as sequels to the 
sloughing sores of typhoid fever. I helped him to close up 
the vulva, and he has since told mie that she is now able to 
hold her urine in the rectum for hours before voiding it. So, 
by means of the galvano-caustic loop, I burnt a hole through 
the vagina into the rectum, making an artificial recto-vaginal 
fistula. ‘This was done some weeks ago, and since there now 
appears to be no danger of its healing up, I purpose to-day to 
close up the vulva. 

I begin by shaving off the hair from each side of the vulva 
where I intend to put in my stitches.. The hair removed, I 
at once set to work snipping off the skin and the mucous 
membrane with a pair of curved scissors, beginning below so 
that the parts may not be obscured by the blood. Every 
now and then a little artery spurts, which I at once secure 
with a serre-fine. Scissors do not always behave well under 
these circumstances; their edges may not be perfectly true; 
still I prefer their half-crushing action to that of the knife. 
They do away with a great deal of bleeding. Here let me 
give you a hint about scissors which few physicians know, 
‘and which, to my cost, some instrument-makers forget or 
overlook. The thumb always tends to push the ring of its 
blade away from the palm of the hand, and the finger to 
draw its ring towards the palm. Hence, to keep the cutting 
edges in close contact, the finger blade should invariably ride 
the thumb blade. 

While talking, I have carefully snipped off the skin and 
mucous membrane well into the vagina on each side. I make 
the assistants relax their hold every now and then, so that I 
may fit the sides accurately together. At the entrance of the 
meatus the dissection must be done with caution, for should 
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‘any of tlie veins of the bulbs be cut, very annoying bleeding 
might ensue. Having pared off all the mucous membrane 
needful on each side, I am ready to put in the sutures. I 
first, however, cut off these ‘‘aprons,’’ the nymphe, for they 
are no longer of use, and will only interfere with the accurate 
healing of the sides. I put my first suture in on a level with 
the upper margin of the anus, and pass it out at the other 
side with one sweep. , The other stitches will come out at the 
edge of the denuded vaginal surface. ‘These sutures must in- 
clude tissue enough to prevent them from tearing out. To 
attain this end I thrust the needle straight back at first, and 
then direct its point towards the vagina. At the last stitch, 
that nearest the symphysis pubis, I have again passed my 
needle all the way round with onesweep. ‘The greatest diffi- 
culty always is to make the points of exit and of entrance of 
the sutures exactly opposite. Before tightening each suture, 
I syringe out the part carefully, so as to wash away all the 
urine from the surface of the wound. In fastening the 
sutures I use shot, and, for security, two of them for each of 
the lower stitches. All the sutures are now clamped, and a 
flexible catheter will be passed through the anus and fistula 
into the woman’s bladder. ‘The patient’s knees will now be 
bound together, and opium enough must be administered to 
lull the pain, and to lock up the bowels for eight or nine 
days. Before binding the knees together, a pad will be 
placed between them. 


It is four weeks to-day since I closed the vulva of this pa- 
tient; and I bring her again before you to show the result. 
When the stitches were removed on the ninth day, the union 
was found complete, except at the site of the meatus urina- 
rius. I attributed the existence of this opening to the fact 
that, underrating the strength of the sphincter ani, I had 
used a flexible tube instead of a silver catheter, to drain off 
the urine, and that the contractions of the anal muscles had 
so compressed and closed the softened tube, as to force the 
urine to find other means of egress, which it did by working 
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out its way just below the symphysis. A few days later I 
closed this fistulous opening, by dissecting up a raw frill all 
around it, and turning it into the opening. This was success- 
ful, and I am happy to say that the woman now gets up only 
twice during the night to make water. At first, the rectum 
resented the intrusion of the urine, and she had an evacua- 
of her bowels every ‘‘seven minutes,’’ as she declared; but 
now she goes to stool but once every two hours during the 
day-time. 

To-day I intend to remove two internal piles which are 
greatly annoying her. Were I to snip them off, my patient 
would probably bleed to death; soI shall tie them. It is 
customary to transfix the stem of a pile and then tie it on 
both sides, but I shall cut a little groove in the skin and tie a 
thread around the stem without transfixing it. For this pur- 
pose I am in the habit of using English plaited thread of 
three strands. All the blood vessels enter a pile from its 
upper margin. Nicks and grooves in which the thread is to 
be lodged can, therefore, be cut in the lower side with im- 
punity. Here is another surface pile which can be cut off 
without tying. There is only a little bleeding; to stop this 
I shall cauterize the stump. 

Of course this woman, fortunately a widow, will have to 
remain single for the rest of her life. Her reproductive 
organs are of no use whatever. In spite, however, of this 
condition, the patient’s mental.and moral condition has been 
vastly improved by the operation. If her rectum should at 
any time begin to show signs of persistent and irremediable 
irritation, there would be nothing left for me to do but to re- 
open the vulva and close up the recto-vaginal opening. From 
the present favorable symptoms, I hope that nothing of the 
sort will ever be necessary. * 


*Until Dr. T. Parvin, in his kind review of the second edition of this book, 
published in the dm. Journal of Med. Sciences in Oct., 1879, had pointed 
out that Maisonneuve had anticipated me in 1851, I supposed that I was 
the first to make an artificial recto-vaginal fistula and close the vulva. 

Prof. Morisani of Naples, has lately performed the same operation with 
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TUMORS OF THE VULVA. 


The woman who has just been wheeled in on the operating 
table is afflicted by two growths, one of which is quite rare. 
As I expose her abdomen you see how enlarged it is by some 
bosselated tumor. It is a very large fibroid tumor of the 
womb, and of stony hardness. It gives her very little trouble, 
however, and I therefore shall have nothing to do with it to- 
day. But as I uncover her thighs you see that her vulva is 
wholly concealed by a very large tumor of the left labium 
majus. It reaches, when she stands up, as far as her knee. 
It is by far the largest tumor of this region that I have ever 
seen, and I have, therefore, had it sketched (Fig. 25) by an 
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ADIPOSE TUMOR OF LEFT LABIUM. 


Upon my first examination of it, fluctuation seemed so 
sure, that I pronounced it to be acystic tumor containing 


success (Archives de Tocologie, August, 1879, p. 506), and so has Dr. Géza 
Antal, Wedical Times and Gazette, March 12, 1881. 

I have since closed the vulva very successfully in a girl in whom existed 
a recto-vaginal and an incurable vesico-vaginal fistula following labor. 
Thrice, in vain efforts to discover the womb, I got into the recto-uterine 
pouch, and touched the ovaries, but with no other bad results than a fe- 
brile movement which lasted merely for two days. 


88 TUMORS OF THE VULVA. 


fluid, and in this diagnosis I had the concurrence of two of 
my colleagues. But the exploratory plunge of an aspirator- 
needle resulted in a dry tapping, and I have come to the con- 
clusion that it is an adipose tumor. Each labium majus 
consists of a fold of integument, cutaneous externally and 
mucous internally, which passes down from the mons veneris 
to meet its fellow at the fourchette. Each labium, being the 
analogue of half the scrotum, contains within itself a sac 
formed of fibro-elastic tissue, which starts from each abdom- 
inal ring and extends down to the fourchette. ‘These sacs 
are filled with adipose tissue, which gives symmetry to the 
part, unless, as in this case, it takes on abnormal growth. 

Tumors of the vulva are either cystic or solid. The cystic 
ones are of two kinds. One isa serous cyst of the labium; 
the other a retention cyst, or dilatation of one of the vulvo- 
vaginal glands, which are also called the glands of Bartholin 
or of Duverney. ‘They lie on either side of the vulvar en- 
trance, and their ducts open in front of the hymen or of its 
remnants. ‘These glands, by the way, secrete a lubricating 
fluid, which being occasionally ejaculated in jets during the 
sexual orgasm, gave rise to the ancient belief in the existence 
of two ‘‘seeds,’’ the one male, the other female. Examples 
of each kind of cyst I have brought before you, and one of 
them, you will remember, was caused by occlusion of the 
duct of the left vulvo-vaginal gland from an operation for 
lacerated perineum. They are cured, sometimes by emptying 
the cysts with an aspirator or with a hypodermic syringe, and 
by injecting them with a strong tincture of iodine; sometimes 
by laying them open from their mucous surface, cauterizing 
them thoroughly with the silver nitrate, and packing the 
cavity with oakum. Dissecting the sac out is a bloody 
operation, and fortunately is rarely needful. In this opera- 
tion, the cyst should be removed entire, if possible, as frag- 
ments left behind are liable to reproduce the disease. Union 
by first intention should be aimed at by deep wire sutures, 
but asmall drainage-tube in the lower angle of the wound 
must not be omitted. 
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The solid tumors of the vulva are also of two kinds, either 
fibrous in structure or adipose, the former being perhaps the 
more frequent. The growth-rate of the fibroid tumors is 
slow, and they give but little annoyance except from their 
bulk. Sometimes, like analogous tumors of the womb, they 
contain calcareous plates. ‘They always tend from gravity 
to lengthen out the portion of the labium in which they are 
imbedded, and to become pedunculated. ‘Twice have I seen 
the connecting stalk over an inch in length, and not thicker 
than my little finger. It is, therefore, well to avoid hasty 
surgical interference, so as to give them time to become 
pedunculated. The chain, or the wire-ecraseur, will then 
safely remove them. If the pedicle be thick, it may be 
transfixed by a bistoury, and each half crushed through sepa- 
rately. But adipose tumors do not behave in this way. ‘They 
merely distend the sac, and do not become pedunculated, but 
assume a pyriform shape like this one. Hence they are re- 
movable only by careful dissection. 

Seizing the growth, I make an S-shaped incision from its 
neck to its base. This gives me more working room, for a 
double-curved cut is longer than a straight one. With the 
handle of my knife and with my finger nails, I am now 
rapidly dissecting it away from its bed in the sac, and I find 
that it is an adipose tumor. With an occasional nick of my 
knife, I shell it out more and more, until now I have teached 
its stem, if I may so call it. But this appears to be so firmly 
attached to the pubic bone, and is so dense and possibly vas- 
cular, that I shall sever it with the wire-ecraseur. You can 
now see what a large tumor it is, and as I tap it with my 
finger, while it lies on my hand, I get an impulse-wave very 
like that of fluctuation. The feeling is so deceptive a one, 
that I really cannot blame myself for making the error of 
diagnosis at my first examinations. The operation has proved 
comparatively a bloodless one. Very few vessels need tying. 
As my hour is nearly over, I shall leisurely close up this 
large wound in my private room, taking good care to leave a 
good-sized drainage opening in the lower angle. 
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But, one word in regard to tumors of the clitoris. These 
are usually either cancerous or syphilitic, and should be re- 
moved by the galvano-caustic loop. There is also another 
tumor of the vulva which you will occasionally meet with in 
pregnant women, and that is a hypertrophy of one of the 
caruncule myrtiformes. I have seen one so long as to project 
from the vulva, and so bulky as to interfere with the progress 
of labor. It is not necessarily a syphilitic vegetation, as the 
abnormal growths at this site usually are; but a non-specific 
growth, produced by the vascularity of the parts. Do not cut 
it off, but wait for its absorption during child-bed. It usually 
disappears then; but if not, you may remove it. 

True syphilitic vegetations of the valva can be cured by 
dusting them with calomel, or by tvuuching them with 
chromic acid, or with fuming nitric acid; but they are 
quickest dealt with by removal with the knife or the scissors. 
Let me, however, warn you against performing at your office 
this, or any other cutting operation upon the cervix or the 
vaginal tract. A smart hemorrhage is pretty sure to follow, 
either then and there, or else after the ride home; but, with 
your patient in bed, you can always control it by astringents 
or by the tampon. I shall not soon forget a scrape of this 
kind I once got into, by snipping off several clumps of. vene- 
real warts—I have been shy of them ever since—from the 
vagina of an office-patient. The bleeding resisted every as- 
tringent within reach, and as she resisted harsher remedies, 
I was glad enough to be able to staunch it with a tampon. 
What with the fright and the pain, there was no getting my 
patient home; she lay on my sofa the better part of a day; 
and that, to say the least, was not agreeable. 
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SOME AFFECTIONS OF THE VULVA AND OF THE 
SURROUNDING PARTS. 


PRORITUS VOLVA. 


VERY distressing and a very troublesome complaint, 
which you will have abundant opportunities of witnessing 
in this clinic, is an intense itching and tingling and burning 
of the external organs of generation. The seat of the itching 
seems to be variable, but the irritation is usually worst at 
some fixed spot, such as the fourchette, the nvmphe, or the 
parts about the clitoris. Sometimes, however, it is more 
deeply situated, as within the vagina. Sometimes it is purely 
neurotic in character—a sheer nervous affection of the skin. 
More frequently it is merely a symptom of some disease of 
the genito-urinary apparatus, usually with acrid discharges. 
Then again, it is of a mixed character, being partly idio- 
pathic and partly symptomatic. Yet whether primary or 
whether secondary, the discomfort is equally unbearable. 
There is, indeed, no peripheral disease which exercises so 
great an influence upon the mental condition of the patient 
as this one. The itching compels scratching, and the scratch- 
ing abrades the skin and intensifies the itching. Usually the 
irritation is worse at night. ‘This is owing partly to the heat 
of the bed-clothes, and partly to the lack of mental pre-occu- 
pation. Often the irresistible desire to scratch and to rub her 
person debars the woman from going into society. Loss of 
sleep and seclusion then bring on brooding. She grows de- 
spondent, and irritable, and morbid; sometimes, indeed, she 
becomes insane. 
Pruritus vulvz is often present in pregnancy. It is then 
either essentially neurotic; for I have seen it affect the thighs 
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and the whole abdomen, as well as the vulva; or it comes 
from the vivid congestion of the generative organs during the 
earlier months; or else it is due to the irritating discharges 
from the vagina, which are so common during the latter 
months of gestation. 

In fact, any kind of acrid uterine or vaginal discharge will 
cause burning and tingling and itching of the vulvar region. 
Few women, therefore, have passed through life without 
attacks of pruritus. But these attacks during menstrual life 
are usually ephemeral and manageable. Not so with those 
after the climacteric, for there is then a hardly appreciable 
yet very acrid leucorrhcea—senile leucorrhcea we call it— 
which often causes a very annoying and stubborn pruritus. I 
really cannot conceive of any woman so unhappy as the one 
who is the victim of this disorder. 

Uncleanliness, gonorrhcea, secondary syphilis, all local 
eruptions, cancer of the womb, rectal disorders, ascarides and 
pediculi, have been the causes. Pruritus vulvze is so com- 
monly associated with diabetes, that its presence should lead 
to an examination of the urine for sugar. It is probable that 
the local irritation here is due partly to neurosis, and partly 
to contact with the sugar of the urine; for Thomas has 
pointed out that the use of the catheter greatly lessens the 
itching in a certain number of cases. 

In the treatment of this disease we should always strive to 
discover the cause. Often this is obscure, and, even when 
found, we have, at any rate, to treat the itching by itself as 
an entity apart from the cause. 

So intractable is this disease that it is well to have a list of 
approved formulz for the exacting symptom of itching. 
Three domestic remedies of value may first be tried. With 
water as hot as can be borne, the vagina should be syringed 
out, and the external genitals bathed several times a day. 
Striking the external genitals with a sponge wrung out of 
boiling water, will frequently give the greatest relief. An 
infusion of tobacco, one ounce to the quart of boiling water, 
may next be applied in the same manner. This failing, the 
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itching parts can often with advantage be washed with cider 
vinegar, either diluted or of full strength. Decoctions of 
walnut leaves, of flaxseed, of quince seed, of slippery-elm 
bark, or of sassafras pith, are very soothing remedies, if not 
positively curative. ‘These applications may be medicated 
with the zinc sulphate, lead acetate, or with borax. 

The following formule have been prescribed by me with 
great benefit. Some of them are, my own, others are the 
gleanings of years, and are without ownership so far as I 
know, excepting the first, for which I am indebted to Dr. H. 
Z. Gill, of Jerseyville, Ill: 


R. Aluminii nitratis, gr.vj. 

Aque destillate, f.3j. M. 
S.—Apply with a soft sponge. 
R. Iodoformi, 3j- 

Balsami peruviani, Csi: M. 


S.—Smear the parts with a brush. 
kK. Chlorali, 


Camphore, aa. £. Ziv. 
Rub these into an oil; then add 
Unguenti simplicis, ‘AP 
Pulv. acidi borici, Biv. M, 
S.—Apply with a brush. 
Rk. Acidi acetici, fei 
Glycerine, f. Fiij. M. 
S.—Apply locally. 
RK. Acidi carbolici, gr.xij. 
Morphie acetatis, gr. vilj. 
Acidi hydrocyanici diluti, a 
Glycerine, : £3). 
Aquam, ad f Ziv. M. 


S.—Apply locally. 
R. Unguenti hydrargyri nitratis, 


Olei morrhue, aa 5. M. 
S.—Anoint the parts twice daily. 
R. Chloroformi, fal 

Olei amygdalz expressi, f.Avij. M. 
S.—Apply to the itching parts. 
R. Sodii boratis, 3 ij. 

Morphiz muriatis, gr.xx. 

Acidi hydrocyanici diluti, f. 5). 

Glycerine, 1g 3 ie 

Aquam rose, ad f. 3 viij. M 


S.—Apply with a soft sponge. 
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K. Potassii cyanidi, gr. j-iij. 
Liquoris calcis, . Biv. 
Adipis, 3 lv. M. 
S.—Apply locally. 
kK. Cocaine hydrochloratis, . iv—vj. 
Unguenti petrolei, i. M. 
R. Sodii bisulphitis, 3Yj.. 
Aque, f. 3 vj. M. 
S.—Apply with a soft sponge. 
k. Hydrargyri chloridi corrosivi, er.j. 
Pulveris aluminis, gr. Xx. 
Amyli, 3 iss. 
Aque, f. 3 vj. M. 


$.—Apply locally. 


Vaginal suppositories containing boric acid and bismuth 
will often do much good. In desperate cases electricity may 
be applied directly to the itching vulva and vagina; or the 
parts may be cauterized with the solid stick of the silver 
nitrate. Very recently, good effects have been reported from 
repeated hypodermic injections into the most itching points, 
of from fifteen to twenty-five minims of a two per cent. solu- 
tion of carbolic acid.* In every case it is well to keep the 
labia apart by a pledget of lint soaked in one of the preceding 
lotions. When it is clear that the pruritus depends upon a 
uterine secretion, such as a senile leucorrhcea, the discharges 
should be neutralized before they reach the vulva. ‘This is 
best done by dipping a tampon of cotton-wool into a medi- 
cated glycerole, such as that of tannin, of boric acid, of mor- 
phia, of lead, or of zinc, and pushing it up against the cervix. 
Scanzoni uses for this purpose a tampon of cotton-wool, 
thoroughly sprinkled with equal parts of finely powdered 
sugar and alum. ‘To secure sleep potassium bromide, chloral 
or opiates, in full doses, must be resorted to. When due to 
diabetes, the itching will be greatly relieved by fifteen-grain 
doses of sodium salicylate given by the mouth in glycerine 
every four hours. For this valuable remedy I am indebted 
to Dr. James Simpson, of Philadelphia, who first brought it 
to my attention. 


* Dublin Medical Journal, 1879, p. 206. 
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When pediculi or other insects are the cause of the pruritus, 
there is no surer remedy than a liniment composed of one 
part of carbolic acid and nine of sweet oil. 


COCCYGODYNIA. 


The name coccygodynia is derived from coccyx and édévz, 
pain. ‘The distinguishing symptom of this disease is a very 
sharp or throbbing pain in and about the sacro-coccygeal joint. 
This pain is always evoked whenever pressure is made on the 
tip of the coccyx, or whenever motion is communicated to 
the bone itself. 

From the diagram of the female perineum (Fig. 26), it will 
be seen that to the coccyx are attached most of the perineal 
muscles, together with slips from the glutei muscles. Such 
movements then of the body as produce contraction of these 
muscles will cause acute pain in a diseased or an hyperzesthe- 
tic coccyx. Walking, therefore, very generally increases this 
pain, but above all do the acts of sitting down and of rising 
up. Since the anal sphincters take their origin from the tip 
of the coccyx, the pain is often most acute during the act of 
defecation. This fact often leads the practitioner astray, for 
he naturally attributes this symptom either to an angry pile, 
to an anal fissure, or to a prolapsed ovary. ‘The diagnosis 
can be made out by catching the coccyx between the fore-fin- 
ger in the rectum and the thumb on the outside. Any move- 
ment communicated to it will then elicit very acute suffering. 

This disease has often a traumatic origin, and it then can 
be traced up to some injury received by the coccyx. For in- 
stance, as woman advances in age, the sacro-coccygeal joint 
becomes anchylosed. Now, if late in life she becomes preg- 
nant, the anchylosis must give way during child-birth. Ihave 
more than once heard in labor this joint snap with a sound so 
loud as to be heard at some distance from the bed. Then 
again, even where no anchylosis exists, the anterior coccygeal 
ligament may be overstretched, and perhaps torn across, by 
the passage of a large head. In fact, many women date 
their coccygodynia from some labor. But it is not from par- 
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turition alone that the sacro-coccygeal articulation receives 
injury. One of the worst cases of this disease that I ever 
saw was brought about bya sudden fall. At a merry-making, 
some one in jest pulled away the chair on which the lady 
was about to sit, and she came violently down upon her seat. 
The origin in another of my cases was referred to the sudden 
jump of a horse on which my patient was riding. Sometimes 
the coccygodynia is merely a reflex symptom of some anal or 
some uterine lesion. JI am, moreover, sure that this form of 
pain is often essentially neurotic, far more so, indeed, than is 
generally supposed—and that the coccygeal joint is as liable to 
become hysterical as the knee-joint, or the other articulations. 
Further, just as an hysterical joint will mimic all the tokens 
of some local injury, so will the hysterical coccyx. The 
diagnosis between the traumatic disease and the nerve dis- 
ease—between the genuine lesion and its counterfeit—is not 
easy, sometimes very perplexing. I shall not soon forget a 
case of very acute local suffering, referred by the lady to in- 
juries sustained in horseback exercise, which turned out to 
be hysterical, and eventually got well. Yet I was so imposed 
upon as to decide upon the removal of the coccyx, and had 
even gone so far as to fix the day for the operation, before 
this protean malady had dropped the mask and revealed it- 
self. The only way of making this important distinction is 
to note the irregularity of the pain in the hysterical affection, 
an indescribable affectation of suffering, and the lack of con- 
sistency in the behavior of the symptoms. 

The treatment of this disorder will of course vary with the 
cause, which must always be searched for. The hysterical 
affection is best treated by rest, massage and electricity, as 
will be explained in a future lesson on nerve-exhaustion. 

All anal and uterine lesions must be remedied. Should no 
good follow, local hypodermic injections of morphia, of co- 
caine or of carbolic acid may be tried; and so also may rectal 
suppositories of iodoform. Some cases will in time get well 
spontaneously. ‘Then again there are others which resist all 
treatment, whether, local or constitutional. In the latter the 
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suffering may demand surgical interference. ‘This can be af- 
forded in two ways. By one way, a tenotomy knife is passed 
in near the tip of the coccyx, and carried up to the articula- 
tion. It is then made to shave off from the bone all its mus- 
cular and tendinous attachments. Thomas recommends that, 
whenever there is difficulty in performing subcutaneous te- 
notomy in this region, an incision be made down upon the 
coccyx. ‘The exposed tip is then lifted by the finger, while 
the attachments are snipped off on every side by a pair of 
curved scissors. By the other way, the coccyx is cut down 
upon, separated from its attachments, and extirpated by dis- 
articulation, either with the knife or the bone-forceps. I 
have repeatedly performed this operation, and with great 
benefit. Deep sutures, buried in the wound, will secure 
complete co-aptation, and obviate the need of drainage. Very 
little bleeding attends any of these operations, but the radi- 
cal one is the more effectual, because, when only tenotomy is 
performed, the nerves usually re-unite, and the pain returns. 


HERNIA OF THE LABIUM MAJUS, OR PUDENDAL 
HERNIA. 


In about three per cent. of the cases of inguinal hernia in 
woman, the bowel descends into the labium, which, as has 
been stated, represents one pouch of the scrotum. Even the 
womb and the ovaries have been found in this place. In one 
instance I discovered in the distended labium of a young mar- 
ried lady an ovary, a portion of omentum, and a loop of 
intestine. ‘The escape of these organs from the abdominal 
cavity takes place through an unobliterated foetal opening, 
called the canal of Nuck. ‘Through this canal it is that the 
round ligament of the womb, like the spermatic cord of the 
male, passes, and then loses itself within the labium. 

The diagnosis of a hernia of the lahbium is easy enough 
when the mass can be returned by taxis and position, but 
dificult when the tumor is irreducible. One would a priorz 
suppose that a clear pefcussion note, and the impulse com- 
municated to the hernia by coughing, would clear up any 
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obscurity. Yet resonance on percussion is not always elicited, 
and coughing will convey an impulse to a cyst of the labium 
which also yields an airy feeling. For these reasons, I have, 
on several occasions, been quite puzzled to tell a cyst in that 
region froma hernia. I think, however, that it is always 
easier to tell a hernia from a cyst, than a cyst from a hernia. 

The treatment is like that of an inguinal hernia. The 
hernia is reduced by taxis and position, and the inguinal 
canal and that of Nuck closed by the pressure of an appro- 
priate truss. In obstinate cases, I should be tempted to per- 
form an operation, looking to the permanent obliteration of 
this canal. 


ENCYSTED HYDROCELE OF THE ROUND LIGAMENT. 


This affection is analogous to the encysted hydrocele of the 
cord in the male, and consists of a collection of fluid in a 
serous sac around the round ligament. It should be termed 
Hydrocele of Nuck’s Canal. It is due, as in the male, to an 
imperfect obliteration of the peritoneal prolongation which 
invests the round ligament from each internal ring through 
the inguinal canal to the upper third of each labium majus. 
This obliteration begins at the two ends—the ring and the 
labium—and, if it is incomplete, a sac is formed by the un- 
obliterated space. Fluid collecting in this sac forms an 
oval tumor, which, as it occupies the site of an inguinal 
hernia, greatly resembles it. In the male there is a con- 
genital variety in which a fine tube of unobliterated serous 
membrane makes a communication between the hydrocele 
and the abdominal cavity.. In such a case the contents of the 
tumor can be squeezed up into the abdominal cavity. But 
this variety I have not yet seen in the female. 

The fluctuation, the dullness on percussion, the trans- 
lucency and the history of the tumor, sHould generally dis- 
close its character. All doubts may be cleared up by the use 
of a hypodermic syringe, which will remove air or feces in a 
hernia, and a clear fluid in a hydrocele. The cure is brought 
about by emptying the hydrocele either with the hypodermic 
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syringe or with the finest needle of the aspirator, and by in- 
jecting into the sac and leaving them there, a few drops 
either of the tincture of iodine, or of liquid carbolic acid. 
Should the hydrocele turn out to be congenital, wlth a com- 
munication leading to the abdominal cavity, the internal 
ring must be firmly compressed during the operation and the 
injected fluid carefully sucked out. 


HEMORRHAGES OF THE VULVA. 


PUDENDAL HEMORRHAGE. 


The pudendal regions are so largely supplied with blood- 
vessels, such as the bulbs of the vestibule, and the vaginal 
plexus of veins, that a very small wound there may give rise 
to an alarming or even to a fatal hemorrhage. During preg- 
nancy these venous plexuses become dilated, sometimes, 
indeed, varicose, and the danger is then enhanced. I have 
seen the veins of the labia so dilated as to project several 
inches from the woman’s person like a large bunch of earth 
worms. In Great Britain a considerable number of trials 
have taken place in consequence of pregnant women bleeding 
to death after receiving on the labium a kick from a drunken 
husband. Wounds of these veins may also happen from the 
puncture of the labium by a fall astride of a stake, or from 
the breaking of a chamber-pot. 

Such a bleeding must be met by the application of lumps 
of ice, and by injection of a saturated solution of alum into 
the wound. ‘The solution of alum is perhaps not so astrin- 
gent as that of the iron subsulphate, but it does not make 
those plaster-like clots, which become putrid before they can 
break down, and it is, therefore, altogether a cleaner remedy. 
Should these fail, the vagina must be packed firmly with 
oakum, or with cotton-wool, and a compress be laid on the 
wound, and kept there by a T-bandage. When cotton is used 
the ordinary kind is better than the absorbent, because it is 
more elastic and less liable to become matted. Should the 
hemorrhage continue, the whole thickness of the labium 
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should be nipped with a pressure-forceps, or with a spring- 
clothes-pin, which can be found inevery house. If worst goes 
to worst, the bleeding vessels, however deeply situated, can 
be compressed by silver sutures, passed beneath the womb, 
and from the cutaneous to the mucous surface. 


PUDENDAL HA:MATOCELE. 


Sometimes, however, the vessels are torn across, while the 
skin remains uninjured. The blood is then effused into the 
connective tissue of the labium, forming what is called a 
‘‘thrombus,’’ an ‘‘hzematoma,’’ or a ‘‘ pudendal hemato- 
cele.’ This form of hemorrhage is far more frequently a 
lesion of parturition, than the result of direct injury, such as 
a fall ora blow. These blood tumors vary in size from that 
of an apple to that of the fcetal head. 

They are best treated by rest, and by cold applications. If 
not large, they may undergo absorption and wholly disap- 
pear. Should the coagulum liquefy or break down into pus, 
a free incision must be made on the mucous surface, and the 
clots turned out. The cavity should afterwards be washed 
out daily with carbolated or with sublimated water until all 
danger from septicaemia has passed away, and the healing 
process has become fully established. Should a secondary 
hemorrhage occur, it must be treated precisely like a primary 
hemorrhage—and so must also the hemorrhage resulting 
from the bursting of the tumor. In all operations upon an 
heematocele, a skilled assistant should be present, for the 
hemorrhage is sometimes of the most formidable character. 


HEMORRHAGE OF THE HYMEN. 


One lesion more of this region will briefly claim our atten- 
tion, and that is a bleeding which sometimes greatly alarms a 
newly wedded couple. It comes from the broken hymen, 
and is usually limited to a few drops. But occasionally it 
amounts to a flooding, and has been known, through the 
gross ignorance of the parties, to end fatally. Some years 
ago I was called out of bed early in the morning by a sum- 
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mons from a hotel. I found a young woman as pale as death, 
and her husband nearly distracted with fear and anxiety. 
She was lying in bed in a pool of blood, which had trickled 
through the mattress on to the floor. Having been married 
that day, the couple had started on the honeymoon journey, 
and had lodged for the night at the hotel. ‘Towards morning 
she awoke, feeling very cold, and found herself in the condi- 
tion just described. ‘The bleeding came from a torn hymen. 
I lost no time in stuffing a large sponge into the vulvar open- 
ing, and had no difficulty in arresting the bleeding, but sev- 
eral days elapsed before the lady recovered enough from the 
loss of blood to pursue her journey. 

Several analogous cases are reported by Dr. John Morris, 
of Baltimore. ‘They all took place in hotels, and two of 
them nearly proved fatal.* 


* Transactions of the Medical and Chirurgical Faculty of Maryland, 1877, 
p. oI. 


LESSON VIII. 


LACERATION OF THE PERINEUM—ITS CAUSES, ITS 
PREVENTION, AND ITS CURE. 


THE PRIMARY OPERATION. 


ERE is a fine-looking young woman, twenty-eight years 
old, who comes to us in sad plight. ‘Ten years ago, in 
her first labor, she met with the mishap of having her perin- 
eum very badly torn. The rent extended through the sphincter 
ani, and three-quarters of an inch up the bowels. ‘The waters 
drained off early, and the labor, consequently, became a 
tedious one. Her physician, a man of large experience, very 
properly put on the forceps. In delivering the head this rent 
happened, as it sometimes will happen in spite of the best 
care. I will not, therefore, blame the physician; nor can I 
afford to be uncharitable, for I once met with the same dis- 
aster. As I separate the labia you see that the perineum has 
disappeared, and that the vagina and the rectum end in one 
common opening. It is an ugly-looking rent, but bad as it 
is, She did not discover it until after getting up. "Then her 
troubles began in earnest, and they have grown more and 
more exacting, until she has been driven to us for relief. 
What the nature of these troubles is, you will best under- 
stand by consulting this diagram (Fig. 26), which is copied 
from Savage’s excellent plate. From it you see that the floor 
of the female pelvis is made up of a mass of muscles so in- 
terlaced that hardly one of them has a special property which 
is not in a measure shared by the others. Upon removing 
the skin and the superficial fascia, we come midway between 
the lower vulvar commissure and the anus, to a highly elastic 
and dense white tendinous structure, called the perineal body 
(H). It seems to be made by the fusion of several muscles 
( 102 ) 
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which meet there. Thus the external sphincter ani (J), 
which starts from the coccyx, surrounds the anus (1), and 
is inserted in the perineal body. So, on either side, does the 
transversus perinei (D). On the other hand, each sphincter 
vaginee (G), called also bulbo-cavernosus or compressor bulbi, 
arises below in the perineal body and sphincter ani, passes up 
around the vulvar opening like a fleshy ring, and converges 
to meet its fellow over the dorsum of the clitoris (A). The 
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FEMALE PERINEUM. 


property of this muscle is to pull down the rigid clitoris into 
contact with the male organ, to squeeze out the contents of 
the vulvo-vaginal glands (C), and to compress the dorsal vein 
as well as the bulbs of the vagina (B), so as to obstruct me- 
chanically the current of blood and produce a turgescence of 
these erectile organs. The levator ani(E) is the next im- 
portant and powerful muscle of this group. It arises from 
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the ramus of the pubes and the spine of the ischium, and is 
inserted into the coccyx, and the sides of the vagina and of 
the rectum. By these attachments, and by interlacements 
with the corresponding muscle on the opposite side, it and its 
fellow constitute the true constrictor of the vagina. 

Now, without further comment, a mere glance at this dia- 
gram shows, that the loss of every fibre at the point of fusion 
of these muscles entails a corresponding loss of power in the 
floor of the pelvis, and a consequent impairment of support to 
the reproductive organs. ‘The sustaining power of the vagi- 
nal columu depends upon the integrity of its perineal abut- 
ment. It isthe tonicity of the vaginal walls and the pelvic 
attachments of the uterus that mainly keep the nicely-poised 
womb in place. ‘These, in a case of torn perineum, may not 
at once yield; but they will sooner or later; for air gains ac- 
cess to the womb, irritating and congesting it to such a de- 
gree that it will ultimately flex, or it will prolapse from an ac- 
quired hypertrophy. ‘The air thus sucked up into the vagina 
is very liable to escape audibly, constituting that very morti- 
fying disorder which our German brothers call ‘‘ garrulity of 
the vagina.’? ‘The anterior wall of the vagina, being now 
unsupported, will descend, dragging with it the bladder. 
The greater the rent, the greater will be the dislocation of 
the pelvic organs, and the greater the evils entailed. Again, 
rents of this kind are attended with more or less impairment 
of the sexual functions. ‘Thus, from the injury sustained by 
the perineal body, the vulva becomes enlarged, and the va- 
gina relaxed. The bulbs of the vagina are then but slightly 
compressed, and the sexual act is blunted on the part of the 
male, and imperfectly responded to by the female. Partly 
from this lack of reciprocation, and partly from the neces- 
sarily shortened vagina, which rejects the semen as soon as 
ejaculated, the woman, like the patient before us, often remains 
barren. But should the rent traverse the whole perineum 
and divide the anal sphincters, or should it extend through 
the recto-vaginal septum, then, in addition to the above train 
of evils, there will be an involuntary escape of flatus, and an 
incontinence of the feces when at all liquid. 
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For ten years this woman’s clothing has been soiled with- 
out warning. She is often waked up at night by an involun- 
tary movement of the bowels. She is liable, no matter when 
or where, to break wind; and she, therefore, stays at home. 
She told me, with tears, that her person has become repul- 
sive to her husband, and that her friends shun her company. 
To a young woman, to a young wife, few calamities can be 
more grievous, and she bitterly denounces her physician. 

Another young married lady, whose perineum I restored 
not long ago, had to keep her bowels costive by daily doses 
of opium. Yet, however bound they were, she would soil 
her linen whenever a thunder-storm took place, or whenever 
she otherwise became nervous. Every two or three weeks 
she was obliged to take an aperient, and would then have to 
spend many hours on the commode—‘‘seventeen hours’’ on 
one occasion, as she asserted, after taking a dose of castor-oil. 
In order to spare herself the mortification of breaking wind 
before others, this lady shunned the society of her friends, and 
secluded herself in her bedroom. She did not even join the 
family at their meals; she never went out until after dusk, 
and never dared to ride in a street-car. Altogether, she was 
ina sorry plight. It is indeed asad infirmity; yet, gentle- 
men, in a busy life very few of you will escape from seeing 4 
‘laceration of the perineum happen, in some form or other, 
in your practice. It behooves you, therefore, to know how 
to treat it, and better still, how to avoid it. 

An ounce of prevention being worth a pound of cure, let 
us inquire into the causes of these lacerations, in order that 
being forwarned we may be forearmed against thei. 

These, without minute specification, may be summed up as 
follows: 1st. Rigidity, dryness and congestion of the soft 
parts, as in first labors. 2d. Absolute or relative dispropor- 
tion between the size of the head or of the shoulders, and that 
of the vulva. ‘This also includes the presence of one forearm, 
or of both, along with the shoulders. 3d. Every cause, 
whether moral, anatomical or physiological, that precipitates 
the passage of the head through the soft parts—as, for in- 
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stance, violent straining efforts through great nervous excité- 
ment, a small head, a straight sacrum, or an overdose of 
ergot. 4th. Faulty mechanism of labor, such as incomplete 
flexion or incomplete extension of the head; or an occiput 
rotating posteriorly. 5th. Keeping the limbs straight and in 
close contact at the moment of the birth of the head. 6th. 
Causes dependent on the physician, such as the abuse of the 
forceps, a faulty method of supporting the perineum, and 
meddlesome midwifery. 

For cases of rigidity, or of disproportion, or of an under- 
sized vulvar opening, anesthetics will be found of great ser- 
vice. ‘They will also restore moisture to a dry and congested 
perineum, and curb uncontrollable expulsive pains. 

Misdirected traction on the after-coming head, viz., too 
much in a downward direction as the head is about to emerge, 
causes the chin to hook over the perineum, and it is in a primi- 
para very liable to be followed by a bad rent. The lesson 
taught is, therefore, at the close of a breech labor needing 
help, to turn the woman on her back, to separate the knees, 
and to carry the child’s body well up between them. 

My time is too limited to enlarge on all the causes of lacer- 
ated perineum; but there are two special and salient ones on 
which I wish merely to break ground. One cause is the 
common, and, as I hold, faulty mode of supporting the peri- 
neum. ‘The problem seeking solution is this: Given a fetal 
head, and a vulva through which ‘it must pass, how can the 
perineum be kept from tearing- Well, this problem looks 
simple enough, and yet, let me iell you, it is the riddle of the 
Sphinx. Every physician has literally tried his hand at it, 
and every one has come to grief. Never yet has it been 
solved. 

One advocates pressure on the perineum with a folded nap- 
kin; another with an- unfolded napkin; a third scouts all 
napkins, whether folded or unfolded. One plugs up the 
rectum; another empties it. The perineum is pushed forward 
by some, and backward by others. Some place their hand 
transversely across the perineum; some longitudinally, with 
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the fingers looking upward; some longitudinally, with the 
fingers looking downward. As runs our nursery rhyme: 
‘Simon says, ‘thumbs up!’ Simon says, ‘thumbs down!’”’ 
and yet the perineum tears, and tear it will, until woman be- 
comes—like the cherubs of the old masters—all wings -and 
no body. 

Now, to my thinking, all this diversity of opinion—and, 
mind you, I have not given you a tithe of the different modes 
of ‘‘supporting the perineum,’’ as it is technically called— 
means that Nature herself intends to take care of the peri- 
neum, precisely as she does the preceding stages of labor, and 
that she can very generally do it better than the physician. 
But supposing that the case is a morbid one, and really needs 
help; or else that you cannot, for the life of you, keep your 
hands off—what is to be done? Why, imitate Nature. She 
retards the too rapidly advancing head, and that by making 
the woman cry out—which at once stops the expulsive pains. 
You will retard the head by making direct pressure—azrect 
pressure, | say—on it. 

The word ‘‘support,’? as applied to the perineum, is a 
misnomer. It is not the perineum that needs support, but 
the head that needs support. By supporting the head we 
support the perineum. If the ordinary mode of ‘“‘support’’ 
ever does any good, it is by retarding, through the inter- 
posed perineum, the advance of the head. But the good thus 
gained is more than counterbalanced by the evil. Contin- 
uous, firm pressure, with the hand, makes the perineum hot, 
dry and unyielding. It also hinders it from undergoing 
equable dilatation; for the compressed portion cannot take its 
share of the general tension, and the strain is thrown on the 
fourchette. Bruised, congested and benumbed by such sup- 
port, the perineum is no longer a living tissue, capable of 
responding intelligently, so to speak, to the requirements 
of the occasion—when to solicit, when to repel the advance 
of ‘the head; again, in the last throes, when such support is, 
if ever, most needed, the woman is very likely to jerk her- 
self away, and the abruptly released perineum tears. 
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Make, then, your support, or retarding pressure, directly 
‘to the head itself, and not on the perineum; not through a 
fleshy medium which needs perfect freedom from all restraint, 
in order to undergo the requisite and inevitable amount of 
dilatation. For many years I have not touched a perineum 
for the purpose of saving it. Sometimes I do nothing; at 
other times I make simply a retarding and guiding pressure 
with my fingers and thumb spread over the head of the child 
as it crowns. When the perineum is very rigid, I relax it, 
by hooking up and pulling forward the sphincter ani, with 
two fingers passed into the rectum; while with the thumb of 
the same hand I make the needful restraining pressure upon 
the head. For this method I claim the following advantages: 
(a) By pulling up the sphincter ani towards the pubes, not 
only is nature imitated, which always dilates the anal orifice; 
but the perineum is brought forward without direct pressure, 
and its dilatation is diffused over its whole surface, causing a 
corresponding relaxation of the strain on the posterior com- 
missure in the line of its raphé. In addition, its muscular 
fibres are crowded up to, and consequently strengthen, the 
line of greatest tension—just as a prudent general hurries up 
reinforcements to the point of attack. (6) The same force 
which dilates the sphincter ani compels the occiput to 
hug the pubes and favors extension, especially if the fingers 
in the rectum are hooked over the prominences of the fcetal 
face, or over the chin. (c) This aid is not liable to sudden 
interruption from the movements of the woman. (ad) The 
thumb of the same hand, together, if needful, with the fin- 
gers of the free hand, can by direct pressure upon the pre- 
senting part restrain its too rapid advance, without exciting 
that reflex uterine action which is so frequently evoked by 
the irritation of contact withthe perineum. (¢) The circula- 
tion of blood remains free; the nerves are not benumbed by a 
double pressure, viz., by that of the hand and that of the 
presenting part; and the perineum, therefore, stays in its 
natural condition, that of a living, elastic and sentient tissue. 

A faulty method, then, of supporting the perineum, plays 


THE PRIMARY OPERATION. 109 


an important part in the production of these lacerations. But 
they very generally stop at the sphincter ani, and are rarely 
complete. When, however, the rent is a complete one, in- 
volving the bowel, you will commonly find that, as in our 
patient, the third stage of labor has been ended by the for- 
ceps. Nota winter passes by without the appearance before 
you of several such cases. This ought not to be so, but it is 
so:—and why is itso? For many reasons, at which I have 
only time to hint. Thus, through false delicacy, many 
physicians apply the forceps and deliver the woman under a 
sheet. ‘They work in the dark, and cannot see what they are 
about. Again, in difficult forceps-cases, the worn-out phy- 
sician is tempted to brace a foot against the edge of the bed- 
stead. But braced traction means uncontrollable traction; 
and when the head jerks past the brim, it is very likely, be- 
fore the physician can recover himself, to tear its way out 
through the perineum. Or the forceps may slip off, and the 
physician suddenly finds himself on his back, or brought up 
all standing by the opposite wall of the room. At best, by 
the use of the forceps the head is liable to be brought down 
too quickly upon undilated soft parts, and to be prematurely 
delivered. Skilled physicians are constantly doing this, and 
so will you, unless you follow the advice I am about to give. 
To tell you the truth, such grave lesions to the mother, and 
for the matter of that, to the child also, from the use of the 
forceps, are so constantly brought to my attention, that I am 
disposed to accept Baudelocque’s dictum, that, take it for all, 
‘“The forceps has been more injurious than useful to society.’’ 
My advice, therefore, to you—and you will find it a very safe 
one to go by—is that, in general, and always with primipare, 
you take off your forceps as soon as the perineum begins to 
bulge, and that you leave the final delivery of the head to the 
expulsive efforts of your patient. 

Yet there are cases in which the very use of the forceps 
protects the perineum. Thus, for instance, whenever the 
pubic arch is too narrow, the sacrum is too straight, or the 
head, in an occipito-anterior position, is overflexed, and the 
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vertex bears on the perineal centre and threatens to perforate 
it; whenever, also, in an occipito-posterior position, the head 
is too little flexed—the forceps is urgently needed. When a 
tear seems inevitable, it will be of advantage to make lateral 
incisions in the vulva. If made during a pain the patient 
' will suffer but little. ‘They should, after the complete de- 
livery of the woman, be closed by a stitch in each one. 

But supposing that, in spite of the greatest care, a rent 
has happened. What is now to be done? First, discover 
the rent. You smile—but not so fast! “Through over-deli- 
cacy on the part of the medical attendant, lacerations are 
over and over again escaping his notice, until it is too late to 
do anything. I have operated on several cases in which the 
woman has assured me that the discovery was not made until 
the bowels, after a purge, had proved uncontrollable. So was 
it with our patient’s physician. So willit be with you, unless 
you make it an inflexible rule, after every delivery, either to 
look at the perineum or to gauge its thickness between the 
thumb in the vagina and the index finger in the rectum. 
Don’t forget this. 

If a rent be discovered, decently inspect the parts. By 
daylight this examination can usually be made without the 
knowledge of the patient. When candle-light is needed, you 
may either make some excuse or boldly explain your object, 
and it will be of great comfort to be able to say, that having 
removed the forceps before the rent happened, it was the 
child’s head and not your instruments that caused the tear. 
Sometimes a formidable hemorrhage takes place from the 
perineal wound, and yet you will not discover its source un- 
less you have all your wits about you. You will naturally 
infer that it comes from the womb, and, will, accordingly, 
mistreat it by resorting to the usual remedies for post-partum 
hemorrhage. Make it, therefore, an inflexible rule to separate 
the labia and visually examine the perineum and the vesti- 
bule, whenever blood seems to escape from a firmly-contracted 
womb. Although labor is the common, yet it is not the in- 
variable, cause of these lacerations. Several cases are on 
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record which happened from the breaking of a cracked 
chamber-pot. Women have been gored in this portion of the 
body by cattle. In sliding down the sides of hay-ricks they 
have been impaled by the handle of a rake, of a hoe, or of 
some otherimplement. But, whatever the cause, the treat- 
ment is of course the same. 

Since so large a share of a woman’s health and happiness 
depends upon the integrity of her perineum, what should be 
your rule of action when she meets with this injury? Unless 
the rent is simply cutaneous, or very slight indeed, and not 
extending much beyond the fourchette, it should not be left 
to nature, for nature is here too capricious to be trusted. You 
must, therefore, make a clean breast of the mishap to the pa- 
tient, and perform the primary, or immediate operation—that 
is to say, you must at once sew up the wound. Now, al- 
though this advice is sharply criticised by some very good 
authorities, I offer it to you with the greatest confidence of 
its soundness. ‘The fears of septicaemia, entertained by some 
physicians, are purely hypothetical; for, although the suture- 
tracks form, in one sense, new foci of infection, yet they 
close up a.raw surface, whose area is vastly larger than theirs. 
Should hemorrhage be present, the sutures will “invariably 
check it. Clinical experience proves that a very large meas- 
ure of success follows the immediate operation. Again, the 
contractile power of the sphincter ani after the primary oper- 
ation is better than after the secondary operation, when its 
tonicity has become impaired through prolonged idleness. 
Further, it is far more rational to take advantage of the need- 
ful confinement in bed after delivery, and to close the wound 
at once, while its surface is raw and the maternal soft parts 
are comparatively numb and insensible, than to postpone 
the operation to a time when the woman shall be nursing, 
when the cicatrized flaps shall demand quite a formidable 
and tedious operation for their denudation, and when a special 
confinement in bed for two weeks or more will be needed. 
Had the immediate operation been performed on this woman, 
she would, most likely, have been spared years of suffering, 
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and the tedious secondary operation which she has made up 
her mind to undergo next week. 

Immediately after the delivery of the placenta, pass deeply 
two, three, or more wire sutures, securing each one by merely 
twisting its ends together. Each suture is entered about an 
inch from the cutaneous margin of the wound, and each one is 
buried in the tissues, so as not to be seen. ‘The lowest stitch 
should always be entered a little below the lower angle, or 
fork, of the wound, and lie buried in the recto-vaginal sep- 
tum. But as the sutures are passed in pretty much the same 
way, in both the primary and the secondary operation, I shall 
have more to tell you about them when I come to operate on — 
our patient. Let me however add that you may merely twist 
the ends of the wires together in the primary operation, and 
not clamp them, because the parts are now relaxed, and there 
will not be much tension on the stitches. Do this witha 
good light, and at once, while the wound is fresh, and the 
perineum lax and comparatively numb and insensible from 
the pressure and the passage of the head. 

Under such conditions ether is not ordinarily needed; you 
are merely giving a dressing to the wound, a suture-dressing, 
and that the very best one it can have. Should the lochia 
obscure the parts, dam them back by a sponge pushed high 
up. And don’t forget to remove the sponge before you begin 
to twist the ends of the wires together. Then draw your 
patient’s water, put a pad between her knees and bind them 
together. If the rent be an incomplete one—that is, not ex- 
tending into the sphincter—you need do’nothing more than 

‘keep the bowels open every third day and remove the stitches 
on the eighth day. But, should the rent be a complete one, 
the sphincter ani being torn through, you will take precisely 
the same precautions in regard to the bowels and to the 
bladder, as I shall enjoin upon you when describing the 
after-treatment of the secondary operation. 

While warmly advocating the primary operation, I have 
not found it on the whole so successful as the secondary. 
This lack of success is said to be owing to the flurry usually 
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attending the immediate operation and the lack of skilled 
assistants; to the irregular surface of the rent which prevents 
exact coaptation, and to the lochial discharges which insin- 
uate themselves between the surfaces of the wound and hinder 
union. ‘Two of my three cases:of failure were, however, de- 
pendent upon other causes. In one, the woman, in a fit of 
mania, jumped out of bed to throw herself out of the window, 
and, of course, tore out the stitches. In the other—to which 
I was called by the attending physician—a violent diarrhoea 
set in on the third day, resulting in a recto-vaginal fistula, 
which I afterwards succeeded in closing. If upon removing 
the stitches you find no union, do not give up in despair, but 
try to promote healthy granulations by keeping the parts 
sweet and clean, and by placing in the fork of the wound a 
pledget of lint dipped in a solution of chloral just strong 
enough to produce some tingling—say, from five to ten grains 
to the ounce of water. By these means you may yet hope to 
save your credit by throwing a bridge of granulations over 
the anal gap, or by getting more or less of very good union. 

Let me here say that rents may also occur, during child- 
birth, in the vestibule, or the neighborhood of the meatus 
urinarius. Fatal hemorrhage has been reported from such 
accidents. I have occasionally met with them, and twice had 
to resort to styptics. If the bleeding be not thus checked, 
the rent should be closed by fine sutures. 
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OU will remember, gentlemen, that when we last met, I 
spoke of the causes and the prevention of laceration of 
the perineum, and left off after describing the primary opera- 
tion for its cure. Now, suppose you utterly fail to get union 
by the immediate introduction of sutures, what is next to be 
done? Wait until the wound has cicatrized, and the woman 
has wholly recovered from her lying-in. ‘Then reconstruct 
her perineum by the operation which I am now about to per- 
form upon the patient whom you saw at my last lecture. 

Here she lies before us, because she missed the golden op- 
portunity for immediate repair. The broken ends of the 
anal muscle have retracted, which explains the wrinkles and 
puckers of the lower verge of the anus. ‘The parts are rigid, 
and otherwise deformed by cicatricialcontraction. The chance 
for the simple suture-dressing has gone by, and she now will 
be compelled to undergo a tedious and bloody secondary oper- 
ation. 

She is in as fair health as a woman thus afflicted can be. 
Had she a diarrhcea or a cold, I should postpone the opera- 
tion; for one untimely movement of the bowels, or the suc- 
cussions from incessant coughing or from sneezing, would 
interfere with union. Were she nursing, I should, both for 
her sake and for that of the child, advise delay until the child 
had been weaned. Nor should the operation be performed 
just before a monthly period, but a few days after. Early 
yesterday morning she took a full dose of oil, and this morn- 
ing one grain of opium in order to restrain the bowels from 
further action. To avoid ether-vomiting, she has eaten a very 
light breakfast. 

(114) 
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The instruments needed for this operation are as follows: 
an ordinary scalpel and a pair of scissors curved on the flat; a 
long-handled rat-toothed forceps; half a dozen serres-fines 
(Fig. 30); a few perforated ‘‘number-one”’ shot, and a shot- 
compressor (Fig. 27); a self-retaining catheter; one blunt- 
edged perineum needle, with an eye near its point; silver 
wire, several surgeon’s needles with varying curves and a 
needle-holder (Fig. 28). All these instruments are, however, 
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not absolutely essential. Ata pinch, a pair of jeweler’s flat- 
nosed pliers will answer all the purposes of a shot-compressor 
or of a needle-holder. An ordinary flexible catheter, if not 
pushed in so far as to hit the fundus of the bladder, makes a 
very good substitute for a self-retaining one, such as the 
Skene-Goodman, which is the best. It can be kept in place 
by being tied to the pubic hair. 

Deeply etherized, our patient will now be brought in the 
lithotomy position to the end of this table, which fronts a 
good light. Her knees are supported by these two gentlemen, 
who also place the fingers of the free hand on either side of 
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the vulva, and stretch it open. In addition I find, that this 
yoke, or shackle, which I brought from England, is of great 
service in supporting the knees and in keeping them firmly 
apart. A third assistant attends to the etherization, while a 
fourth looks after the sponges and instruments. Of course, 
one can operate with but three, or even with two assistants, 
as has been my experience in the country; but it is far more 
satisfactory to have the aid of four. The first thing now to 
be done is to clip off the hairs around the rent, the next to 
pare its cicatrized edges. But if I should first denude the 
lateral surfaces, the blood would trickle down over the rectal 
portion and obscure it. I therefore introduce two fingers in 
the bowel, so as to put the over-lying and rugous mucous 
membrane on the stretch, and begin the operation by trim- 
ming off the rectal edges of the rent, and by snipping off with 
the curved scissors a narrow ribbon of its mucous surface. 
Two small dimples on each side of the anus, which are the 
retracted ends of the ruptured sphincter, are hooked up by a 
tenaculum and included in this rectal denudation. Next I 
catch hold of the left side of the rent with tissue-forceps and 
denude it in successive strips by the curved scissors. By en- 
croaching inwardly on the mucous surface of the vagina, 
and Ee pardiy on the cutaneous surface of vulva, there is 
gained on the left labium a raw surface a little loright and a 
little broader than the glazed cicatrix of the original perin- 
eum. Having finished the left side I turn my attention to the 
right side of the rent, which is to be denuded in like manuier, 
so as to be the exact counterpart of the former. Now I seize 
the rectal edge of the vaginal mucous membrane, which has 
hitherto been untouched, and dissect it up in a triangular 
flap. ‘This is done partly by snipping with a pair of scissors, 
and partly by stripping it up. Most operators cut this off, = 
I shall save it and utilize it in making the inner or back wall 
of the perineum and in adding to its thickness. You will 
understand this better by looking at the diagram I now show 
you. 

The oozing of venous blood, you see, is quite free; and this 
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is usually the case in all operations of this kind, because the 
parts are vascular, and cicatricial. Close to the lower edge 


THE AUTHOR’S OPERATION FOR COMPLETE TEAR OF THE PERINEUM. 
This diagram represents the secondary operation, when the rent involves 
the recto-vaginal septum. 
of the raw surface two small arteries are springing, but I 
shall not tie them, lest the ligatures should act as foreign 
bodies, and prevent union. By nipping each one with a serre- 


SERRES-FINES. 


jine (Fig. 30), I stay the bleeding. In all operations in which 
you wish to avoid the use of ligatures, you will find these lit- 
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tle spring-clips of great service. I shall leave them on until 
the wound is ready to be closed. 

See what a symmetrical raw surface we have; it looks very 
like a red butterfly with its tail cut off. But, before folding 
its wings, and closing the wound, I hunt for some little islets 
of mucous membrane which may have escaped the scissors. 
It is not always easy to distinguish them from the raw sur- 
face; so, to be on the safe side, I snip off every suspicious- 
looking ridge. ‘The sutures must now be passed, and since 
success, in either the primary or the secondary operation, 
depends mainly on the manner in which this is done, I be- 
speak your closest attention. A sharply-curved needle held 
in the jaws of a needle-holder (Fig. 28), and armed with sil- 
ver wire, is entered in the left buttock, on a level with the 
lower margin of the anus, and about half an inch away from 
it. By my finger in the rectum, I. pilot this needle through 
the recto-vaginal septum, so that by one sweep it completely 
girds the rectal rent, and emerges at a corresponding point 
of the skin on the right buttock. The free ends of this 
suture are alone visible; its loop lies wholly embedded 1n the 
septum. ‘This suture was devised by Dr. Emmet, and a very 
important one it is whenever the sphincter ani is torn through, 
or a limited portion of the recto-vaginal septum is involved. 
It purses up the margins of the slit in the bowel, and brings 
together the ends of the broken muscle, smoothing out the 
wrinkles and puckers of the lower verge of the anus. If it 
does not do this satisfactorily, another suture, with a finer 
wire and needle, is passed below it, but more superficially, in 
order to ensure the coaptation of the ends of the sphincter. 

When, however, the slit in the septum is over an inch in 
length, its closure cannot be safely entrusted to this single 
stitch. Not long ago, I received a letter from a physician in 
the West, who sought my advice. Ina very difficult forceps 
case, he had had the misfortune to see his patient’s perineum 
give way, and her recto-vaginal septum torn up for two and 
a half inches—very nearly up to the cervix uteri. I wrote 
back to him to sew up, first, this slit in the septum, with a 
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sufficient number of interrupted gut-sutures, knotting each 
one in the rectum, and then to close the perineum by the 
operation that Iam now showing you. These gut-sutures, 
by the way, need no further attention, for they disappear by 
absorption. 

The perineum proper I shall now close by several other 
metallic sutures, which will be carried by my long-curved 
perineum needle (Fig. 32). The wire which I use, No. 27, 


Fig. 32. 


GOODELL’S PERINEUM NEEDLE. 


is not so thick as that sold for this operation; but it is a 
much finer one, as fine, indeed, as is compatible with safety. 
Paradoxical as it may seem, the thicker the wire, the more 
likely it is to bury itself in the tissues, for the wire, strictly 
speaking, does not cut the flesh, but ulcerates its way into it. 
Remember this. 

The first three of these sutures are so passed as to lie com- 
pletely buried in the tissues, and to appear nowhere in the 
wound. ‘The remaining four stitches take up the triangular 
flap, and are buried in it, excepting at the points where they 
enter the flap and emerge from it. Be very careful that 
these sutures are buried in the flap and do not emerge on its 
mucous, or vaginal surface, else the circulation will be cut 
off from it, and it will slough. In not one of my cases has 
this flap ever sloughed or ever failed to unite. I make it and 
utilize it in every secondary operation on a torn perineum, 
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whether the sphincter is involved or not. It adds greatly to 
the thickness and to the strength of the new perineum, whose 
vaginal cicatrix does not now lie in the median line, as it 
does in the numerous operations for this lesion. 

Whenever a rectocele is present, I denude the posterior 
vaginal wall up to the crest of the rectocele. Then, and only 
then, do I begin to dissect up the mucous tongue, or vaginal 
flap. In this way the rectocele is wholly taken in, and forms 
the back and sloping wall of the new perineum. 

Although my long perineum needle is the handiest instru- 
ment for the introduction of these deep sutures, because it is 
passed at one sweep, it is by no means indispensable. An or- 
dinary surgeon’s needle two inches and three-quarters long, 
and slightly curved, will answet the purpose well if held in 
the bite of a needle-holder. | 

I now remove the serres-jines, and, as you see, the arteries 
do not bleed, but the general oozing is free. This is the 
ustial case, but fortunately the pressure made by the adiust- 
ment of the sutures will always stop it. You may, if you 
choose, secure the wires by merely twisting them; but from 
habit I prefer to clamp each one by a perforated shot, and to 
cut off the wires very close to it. As perfect co-aptation has 
been gained by these deep sutures, no superficial ones will be 
needed. 

The operation is now ended; but, before removing our pa- 
tient to her bed, let me empty her bladder. While with- 
drawing the catheter, I keep my finger closely applied to its 
mouth, so that a few drops of urine retained within it shall 
not escape and trickle over the wound. I also fold up a soft 
napkin, put it between her knees, and bind them loosely to- 
gether. 

Upon the after-treatment also will the success of this opera- 
tion greatly depend. In order that no drops of urine may 
come in contact with the wound, and by irritation prevent 
union, I shall have her water drawn off until the stitches are 
removed. ‘Twice a day is usually often enough; but on sev- 
eral occasions I have met with an irritable bladder which 
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urgently called for far more frequent evacuations. Should 
such a complication present itself, or should the nurse be un- 
able to pass the instrument, or should your patient live at a 
distance, the Skene-Goodman self-retaining catheter (Fig. 11) 
may be worn. 

In order not to injure the bladder, it is made bulbous and 
short, so as just to pass the neck and not to touch the fundus. 
By a piece of rubber tubing drawn over its mouth, the urine 
can be conducted into a vessel on the floor, and the bed kept 
dry and sweet. For the introduction of the ordinary catheter, 
the best posture of the woman is the one on the back with the 
legs and thighs well raised up over the abdomen. The mea- 
tus can then be reached without unbinding and separating 
the knees. The self-retaining catheter with its rubber tube 
should be carefully cleansed by injecting through it into the 
bladder twice a day as much warm water as the woman can 
bear. Otherwise, urinary deposits will clog it up, and may 
even produce cystitis. For instance, I was once called into 
the country to operate on a perineal rent, which extended 
nearly one inch up the recto-vaginal septum, and was, as 
usual, caused by the use of the forceps. After the operation a 
self-retaining catheter was introduced, which, through some 
inisunderstanding on the part of the attending physician, was 
not removed. At my next visit, a week later, I found to my 
dismay the lady in great pain, the catheter and tubing wholly 
clogged up, and the contents of an over-distended bladder 
dribbling away over the perineum. On cutting the sutures, 
to my surprise and great delight I found that, in spite of 
these drawbacks, perfect union had taken place. But for two 
months thereafter the lady was annoyed by so distressing an 
attack of cystitis, that she described herself as having fallen 
from the frying-pan into the fire. She ultimately got per- 
fectly well; but it taught me a lesson which I wish to impart 
to you. 

Opium will be given to ease the painful tension of the 
sutures; one grain every four or every six hours will pro- 
bably be ample enough. No local dressing, besides cleanli- 
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ness, and daily dustings with iodoform, will be needed. 
Formerly I used to wash out the vagina twice daily with a 
carbolated or a sublimated solution. But I found that the 
manipulation and the motion of the patient, required in intro- 
ducing the nozzle of the syringe and in slipping a bed-pan 
under her, did more harm than good. So now I do not wash 
out the vagina until after the stitches are out. ‘There is one 
annoying complication of which you need to be forwarned— 
and that is a very painful collection of wind in the bowels, 
which few escape. How and why this happens, I cannot 
say; but the only sure remedy is the introduction into the 
rectum of a flexible male catheter. And that reminds me of 
another point: Charge your patient not to stand on cere- 
mony when she feels the inclination to break wind. Efforts 
to withhold it may cause a damaging contraction of the 
sphincter muscle. 

Occasionally, when your patient is fat, or is lying on her 
back, the wind escapes involuntarily, and she will think that 
she breaks it from the vagina, and will insist upon it that the 
operation is a failure. ‘This happened not long ago to one of 
my private patients. It gave her and me much needless 
anxiety, for when the sutures were cut I found that perfect 
union had taken place. Here are the shotted sutures which 
were used in her case. The one beaded by two shot lay next 
but one to the anus; it is the longest of all, and measures 
just 3.75 inches. I exhibit it especially to show you how 
long it is, and how much flesh it must have enclosed in its 
loop. 

Our patient’s diet will be restricted to food that produces 
the least amount of feculent refuse. It will, therefore, ex- 
clude milk, and consist of toast, eggs, rice, broths, soups and 
beef-tea. At the end of three full days an aperient will be 
given; my favorites are a dessert-spoonful of castor oil or two 
drachms of Epsom salts, administered every four hours until 
the bowels are moved. On the eighth day, the aperient is 
repeated, and, after it has acted thoroughly, and the bowels 
have quieted down, all the stitches are removed. After this 
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a teaspoonful of the compound licorice powder will be given 
every other evening. Now, also, is the time to wash out the 
vagina twice daily, either with a 3% solution of carbolic 
acid, or with a 1:4000 solution of corrosive sublimate. ‘The 
latter is the better of the two, but it must not be made 
stronger when given twice a day, as constitutional symptoms 
may ensue. 

For two weeks, at least, she will keep her bed and have 
her knees bound together. After that she may be allowed to 
sit up, but not, for a week more, to walk about. Such pre- 
cautions are needful, in order that the newly-united tissues 
may not become absorbed, or become relaxed by over- 
stretching. 

Should, unfortunately, a fistulous opening in the recto- 
vaginal septum remain, it may, if small, be treated by an 
application of the acetum cantharidis or of fuming nitric 
acid, followed by co-aptation with serres-fines or with sutures, 
and, these failing, by burning it with the actual cautery. If 
the fistula be of any size, no treatment will probably be suc- 
cessful other than that of cutting through the united portion 
and of doing the original operation over again. 

Although the operation for laceration of the perineum may 
be a successful one in respect to the union of the raw surfaces, 
yet usually the control over the bowel does not at once 
return; sometimes, though rarely, it is not wholly regained, 
for the sphincter ani, like other muscular tissue when long 
idle, may have wholly lost its contractile power. You must, 
therefore, be careful how you commit yourself to the promise 
of a rapid or a perfect cure. 

Other operations have been devised for this lesion, but the 
one just performed before you is simple and yet very success- 
ful. Its good results many of you have repeatedly witnessed; 
and after a very large experience with it, I feel myself en- 
titled to recommend it very warmly in every case of complete 
or of incomplete laceration of the perineum. 

Emmet’s Operation.—For incomplete rents of the perineum, 
especially when accompanied with rectocele, there is an opera- 


124 EMMET’S OPERATION. 


tion, devised by Dr. Emmet, about which I ought to say a few 
words, because, while I do not like it so well as I do my own, 
it comes from a very distinguished gynecologist, and it offers 
the great advantage of being followed by very little suffering. 
From this diagram you will best understand the operation 
(Fig. 33). A long and a strong suture is passed through the 


FIG. 33- 


D 


SCHEME OF EMME’’S OPERATION. 


crest or summit of the rectocele (B), and the two ends tied 
together. The mucous membrane of each labium at the 
highest point of the cicatrix is then hooked by a tenaculum. 
The suture and the two tenacula being now handed to the 
two assistants who are supporting the knees of the patient, 
and the parts being made tense by upward and outward 
traction, the operator denudes the included mucous surface 
by long and unbroken strips until the suture—viz., the crest 
of the rectocele—is reached. He now extends the denudation 
up the sulcus on either side, being guided in this by the 
length of each sulcus, and not by any regard to getting uni- 
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formity of the denuded surfaces on each side. A tenaculum 
is now hooked into the apex of one sulcus, and upward and 
backward traction is made. While the sulcus is thus length- 
ened out, and its denuded edges brought nearer and more 
parallel to one another, it is closed by sutures passed by a 
straight needle. Each one is entered one-third of an inch 
from the margin of the sulcus, and passed from behind for- 


GAPING RAW SURFACE BELOW CROWN SUTURE. 


wards towards the operator, to emerge at the bottom and 
median line of the sulcus. It is then reintroduced at the point 
of exit, repassed upward and backward away from the opera- 
tor, and made to emerge on the opposite side of the sulcus, 
at a point corresponding to that of entrance. The object of 
this is to draw as much upward as possible the tissues, which 
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from the rent, have slid downwards towards the anus. Each 
suture, as soon as it is passed, is secured either by being 
shotted or by being twisted. The other sulcus is treated in 
like manner. Finally the crown suture (A, B, C), is passed 
from the upper end of the wound in the perineum proper. 
Its course to and from the crest of the rectocele is a deep one, 
being buried throughout. When this crown suture is tight- 
ened, and the parts are brought together by the aid of two tena- 


FIG. 35. 


CROWN AND SUPERFICIAL, SUTURES SHOTTED: DISAPPEARANCE OF 
VAGINAL SUTURES. 


cula, the stitches of each sulcus disappear from view, and a 
small gaping raw surface is left below it, which may need 
two or more superficial sutures (Fig. 34). After the shotting 
or the twisting of the crown suture and of the superficial 
sutures, which completes the operation, they alone will be in 
sight, the vaginal sutures—viz., those of each sulcus—being 
wholly concealed (Fig. 35). They, indeed, cannot readily be 
brought into view, unless a finger be introduced into the rec- 
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tum, and the lower commissure of the vulva be everted (Fig. 
36). 

The after-treatment is the same as in my operation. At 
the end of a week the crown-stitch, together with the super- 
ficial stitches, are removed, and four or five days later the 


VAGINAL SUTURES EXPOSED BY FINGER IN RECTUM. 


vaginal sutures. These are best brought into view and 
reached by partiy everting the vagina with a finger in the 
rectum. It will be seen that, as most of the stitches are va- 
ginal, and there is only one deep perineal suture, the after- 
suffering must be very much less than in those operations in 
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which all the sutures lie deep, and include much cutaneous 
surface, which is always most sensitive. 

The most common operation for lacerations of the perineum 
is the one, a diagram of which I now show you (Fig. 37), to 
warn you against performing it. It consists of the denuda- 


Fic. 37. 


A SKIN-THICK PERINEUM. 


tion of merely a narrow ribbon of tissue, horse-shoe in form. 
Now while this makes a perineum very presentable to the 
eye, it is too thin—merely skin-thick—and is of no use what- 
ever as a support to the pelvic organs. 


LESSON X. 


METRITIS AND ENDOMETRITIS; ACUTE AND CHRONIC. 


ENDOMETRITIS. 


Y endometritis is meant an inflammation of the lining 

membrane of the womb—a uterine catarrh. In its chro- 

nic form it is found in by far the great majority of our clini- 

cal patients, and is, undoubtedly, the most common of the 

uterine disorders. As such it demands our careful considera- 
tion. 

Acute Endometritis as an idiopathic disease is, in my ex- 
perience, very rare, unless as the result of gonorrhceal infec- 
tion. It sometimes occurs in the course of acute fevers, es- 
pecially of the exanthemata. Occasionally it is kindled up 
by excessive or by perverted sexual intercourse, or it follows 
a suppression of the menses from a sudden exposure to cold. 
As the result of traumatism, the acute form of this disease is 
unfortunately far more frequently met with. It may come 
from the use of sponge-tents, from the introduction of the 
sound, or from the most trivial operation on the cervix. 
Since under these circumstances it is very liable to develop 
rapidly into an acute metritis, being indeed the initial stage 
of this serious disease, it is greatly dreaded by the gynecol- 
ogist. Since acute metritis, apart from child-birth, barely 
exists excepting as an advanced stage of acute endometritis, 
I shall make no further allusion to it than the present one. 

Acute idiopathic endometritis manifests itself by a more or 
less well-marked febrile movement, by supra-pubic tender- 
ness, by uterine and pelvic pains shooting down the thighs 
and darting into the back, and by rectal and vesical tenesmus. 
Bimanual examination will reveal a sore and an enlarged 
womb. At first the cervix and the vagina are hot and dry, 
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but-in a few days a thick, yellow, purulent discharge isstes 
from a gaping and swollen os uteri. At its appearance the 
constitutional symptoms abate, but now the parts which it 
bathes are usually secondarily affected by its acrid character, 
and we get vaginitis and pruritus vulvee. 

The treatment of the idiopathic form should, during the 
dry stage, be strictly antiphlogistic. This consists of rest in 
bed, neutral mixture with morphia, minim doses of aconite, 
turpentine stupes, hot fomentations, vaginal suppositories of 
morphia and of extract of belladonna (one grain of the former 
to two grains of the latter), vaginal douches of hot water con- 
taining a little laudanum and ice to the head and even to 
the abdomen. 

At first the bowels must be kept bound, but after the brunt 
of the acute stage has passed off, a saline cathartic should be 
given. Blisters may now be applied to the abdomen, and 
mild astringent injections made into the vagina. By sucha 
treatment it usually will slowly mend, but it is very liable to 
merge into the chronic form, the treatment of which will be 
described under its appropriate heading. 

The traumatic form of acute endometritis is a far more 
dangerous disease, and needs far more vigorous handling. 
Unlike the idiopathic form, it is not always a frank inflam- 
mation, but a septic one, with the tendency of assailing all 
adjacent structures, and developing into a metritis and a 
peritonitis. Almost always the inflammation creeps up the 
oviducts and attacks the ovaries and peritoneum. For- 
tunately, however, it generally is limited to the pelvis, and 
is pretty manageable. But the symptoms of peri-uterine in- 
flammation, then, overshadow those of the endometritis. In 
exceptional cases the inflammation violently attacks the 
walls of the womb, and develops into acute metritis. Some- 
times it kindles up a general peritonitis, which is usually 
fatal. 

Acute traumatic endometritis in the majority of cases is 
ushered in by pelvic pains and by soreness in the pelvic re- 
gion. Beyond this, when properly treated, it does not often 
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go. When, however, it is septic in character, its course is a 
very rapid one, and the walls of the womb, the ovaries and 
the peritoneum are soon implicated. It then begins with 
rigors, or with severe uterine pains, followed by high fever, 
great abdominal tenderness, and a distended belly. If not 
soon controlled, vomiting sets in, dark circles appear under 
the eyes, the breath gives off the peculiar hay-like odor, and 
the patient dies in a few hours. 

Bearing in mind the septic tendency of this inflammation, 
I have always treated every case of traumatic endometritis 
with the same promptness and in the same manner as I treat 
puerperal septiceemia. For all pelvic inflammations induced 
by a uterine treatment, or, indeed, for those following labor, 
Iam in the habit of giving from twenty to sixty grains of 
quinia during the twenty-four hours; morphia in quarter- 
grain doses repeated frequently enough to keep the pain 
under; and, while the pulse runs high, from ninety to one 
hundred and twenty grains of the potassium bromide. From 
the umbilicus downward the abdomen is to be painted twice 
a day with the compound tincture of iodine, and then to be 
covered by a large poultice of corn-meal, over which is spread 
a piece of oiled-silk or a well-greased sheet of brown wrap- 
ping-paper. If the body-heat runs high, an ice-cap to the 
head and an ice-bag to the belly, together with cold drinks, 
will often lower the temperature very efficiently as well as 
gratefully. The diet is to consist of beef-tea and milk ad d- 
bitum, egg-nogg, and more or less of whisky or of brandy. 
When the pelvic pains are very acute, the morphia should be 
given hypodermically until they are controlled. Whenever 
possible the uterine cavity is to be washed out twice daily by 
injections of a two per cent. solution of carbolic acid. In 
cases in which this cannot be done, large quantities of the 
same solution, made as hot as can be borne, are thrown up 
the vagina. If the inflammation be limited to the endome- 
trium and to the peri-uterine tissues, the prognosis is favor- 
able. But should metritis supervene, the danger is greatly 
enhanced, 
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CHRONIC ENDOMETRITIS. 


A chronic catarrh of the womb may be the result of an 
acute attack; but like other chronic diseases, it usually 
begins with all the symptoms of chronicity; arrested invo- 
lution after labor being its great source. It is the custom 
to subdivide this heading into two others, based upon the 
supposed limitation of the disease. Thus in some of your 
text-books, you will find cervical endometritis, and cor- 
poreal endometritis. This subdivision seems to me too arbi- 
trary; for while I am willing to admit that the catarrh is often 
greater in the neck of the womb than in its body, I do not 
believe that in any given case the inflammation is ever wholly 
limited to any one portion of the womb to the exclusion of 
the other. And, for the matter of that, Ido not think that 
there ever existed a chronic inflammation of the mucous 
membrane of the womb, which did not, to some extent, in- 
volve the parenchyma. 

The symptoms of this disease are those generally under- 
stood to be uterine symptoms, and these, in most of the 
uterine diseases, vary so little, except in degree, that a posi- 
tive diagnosis cannot be elicited from them. ‘These symptoms 
are pain in the loins and in the small of the back, spinal ir- 
ritation, a bearing down of the pelvic organs, weariness on the 
slightest muscular exertion, and menstrual disturbances, the 
flux being painful, irregular, or too free. Leucorrhcea is al- 
ways present, the discharge being viscid and ropy when it is 
secreted mainly from the Nabothian follicles—that is, from 
the cervical glands—and thin, muco-purulent, and sometimes 
rusty, when it comes from the body of the womb. A popular 
idea obtains that leucorrhcea means the loss of a highly 
vitalized fluid, and that it is consequently very weakening; 
but it is merely a mucous secretion, and is no more weaken- 
ing than the discharge of a nasal catarrh. Like that of coryza, 
this discharge is often so acrid as to scald the cervix into an 
erosion, and to cause excessive pruritus. These are soon fol- 
lowed by such reflex symptoms as ovarian pains, and vesical 
and rectal tenesmus. Then, the nervous system becoming 
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upset, the spirits are low, and the temper is capricious. Yet, 
I believe that the importance of endometritis as a factor in 
woman’s ill health is greatly overrated, and that, unless nerve- 
prostration enter into the case as a complication, the symptoms 
are not so very exacting, and, indeed, may be wholly absent. 


CHRONIC METRITIS. 


By chronic metritis is meant such tissue changes in the 
substance, or parenchyma, of the womb as are brought about 
from a previous inflammation, or from persistent hypereemia. 
Since chronic metritis comes far more frequently from hy- 
pereemia, than as a product of inflammation, and since the 
tissue changes are greatest in the connective tissue, Dr. 
Thomas has adopted the term areolar hyperplasia to designate 
it. But, since the pathology seems not yet to be fully estab- 
lished, and the term chronic metritis by usage conveys the 
meaning, I have preferred to retain it. In its early stages it 
appears to be characterized by passive congestion and by in- 
filtration of a sero-sanguinolent fluid. Partly from the mere 
bulk of this effusion, and partly from its organization, but 
more from the former, the walls of the womb at first thicken, 
soften, and become so flaccid as to predispose to flexions. 
Later on, there comes, through nutritive, or formative, con- 
gestion, a diffuse growth, or hypertrophy of the whole womb 
from proliferation of the connective tissue cells. Greater 
weight and size are the tokens of this stage, and the uterine » 
cavity may measure from three to four inches. At last, 
through growth-pressure, the blood vessels are so constringed 
as to diminish the supply of blood, and make the womb 
anzmic. ‘This brings on the final stage, that of sclerosis, in 
which denseness and hardness and anzemia of the whole womb 
replace the previous vascular flaccidity, and ‘‘set’’ existing 
flexions. Its walls grow thinner and its bulk lessens; but it 
never returns to its natural small size, and stays through life 
bulky, and as hard asa fibroid tumor. ‘The first and second 
stages are more or less amenable to treatment. But the last 
one is incurable, and can be made only more bearable. 
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- Like chronic endometritis, chronic metritis is alleged to at- 
tack the cervix or the body of the womb separately, and it is 
accordingly subdivided into cervical and corporeal metritis. 
But, while granting that the cervix, from the greater injuries 
it sustains in coition and in parturition, is often more pro- 
foundly affected than the corpus, I cannot accept in all its 
fullness the theory of limitation, for I have yet to see a case 
of metritis in which the tissue changes did not exist in the 
whole womb. 

In my experience, chronic metritis never exists alone, but 
is always associated with endometritis. It is one of the most 
common of uterine disorders, and in the vast majority of 
cases starts directly from an arrest of involution after labor, 
and especially after a miscarriage. There is no doubt that 
endometritis is sometimes its cause, sometimes its effect. For 
owing to the absence of any sub-mucous connective tissue, 
the inflammation of the endometrium must sooner or later in- 
volve the parenchymal structure, and vice vers4. Obstructed 
circulation of the uterine vessels, however produced, will tend 
to metritis. Flexions and displacements of the womb will 
therefore cause it; so also will valvular diseases of the heart. 
It can often be traced to occupations which are sedentary, or 
which otherwise keep up pelvic congestions. Operators on 
sewing-machines worked by the foot are very liable to it, and 
so are shop-girls and other trades-women who have to be up 
and about during menstruation. 

The symptoms are those of endometritis, with which it is 
generally associated, added to those of weight and of displace- 
ment. Complaint will be made of leucorrhcea and of pelvic 
dragging and bearing down, of difficult locomotion, rectal and 
vesical disturbance, mammary pain, usually under the left 
breast, menorrhagia, and, in short, of more or less of all those 
symptoms which are referred by the women themselves to 
diseases of the womb. Since the constitution is more im- 
pressed by this disease than by endometritis, the digestion 
becomes impaired, and the circulation faulty. ‘There will, 
consequently, be loss of appetite, costiveness, flatus, cold 
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hands, cold feet, and spinal soreness and irritability. There 
will be dark circles around the eyes, and pigmentation of the 
skin, especially of that of the forehead and of the areola 
around the nipple. ‘There will also be loss of hair, a uterine 
headache referred to the top of the head, and such disturbances 
of the nervous system as neurasthenia, hysteria and neuralgia. 
In bad cases the faces uterina will be well marked. ‘The 
bimanual examination of the womb will show bulk, weight 
and soreness. ‘The sound will give a measurement ranging 
from plus two and a half inches to four inches. The length, 
however, rarely exceeds three and a half inches. Flexions 
and displacements, mostly of the backward kind, are very 
common in metritis, and hardly a case does not show some 
degree of prolapse. Upon an examination by the speculum, 
the cervix will often prove so much enlarged as to fill up the 
lumen of the instrument—especially if it be a cylindrical one 
—and will give such characteristic signs of chronic endome- 
tritis as a muco-purulent discharge, a gaping and an angry- 
looking os, with frequently a collar of erosion around it. 
Very often the cervix will be found torn, and the everted . 
mucous lining of its canal studded with distended Nabothian 
glands. They have a pearly look, and, if punctured, dis- 
charge a viscous fluid. In one case which had been operated 
upon for laceration of the cervix, Emmet found these glands 
converted into air-sacs, ranging in size from a millet-seed to 
acherry-stone. When punctured, they collapsed with an ex- 
plosive sound.* 


* New York Medical Journal, July, 1881. 
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LOCAL TREATMENT. 


INCE chronic endometritis rarely exists without more or 

less of metritis, and since the latter disease is always as- 
sociated with the former, the treatment of both is so essen- 
tially the same, that I shall group them together. I believe, 
indeed, that the physician who treats these diseases as co- 
existing, will be a far more successful practitioner than the 
one who singles out the one or the other, and addresses his 
remedies to it alone. 

Just as a granular inflammation of the eye-lid is treated, so 
should be a chronic catarrh of the mucous lining of the womb 
—that is to say, while constitutional remedies are not ne- 
glected, the chief treatment should be a local one. 

The following agents are much employed at the Clinic and 
the Dispensary of the University as local applications, and I 
can recommend them. ‘They are enumerated in the order in 
which they are ordinarily used. ‘The first on the list is one 
suggested by Dr. J. P. Thomas, of Pembroke, Ky.,* and 
called by him Iodized Chloral-Phenol. ‘The formula of it is 
as follows: 


k. Iodinii resublimati, Zss. 
Acid. carbolici crystal., 
Chlorali, aa ah M. 


The iodine and chloral are rubbed down into a powder in a glass or a 
porcelain mortar, and the carbolic acid, liquefied by heat, is then 
added. 


Next come the undiluted commercial liquid carbolic acid 


* American Practitioner, May, 1877, p. 287. 
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and Calvert’s No. 4; a solution of one drachm of the silver: 
nitrate to the ounce of glycerine; a saturated alcoholic tinct- 
ture of iodine; a saturated ethereal tincture of iodine; fuming 
nitric acid; and the solid stick of lunar caustic. 

With the exception of the solid caustic, each agent should 
be applied by means of a film of cotton wool wound evenly 
around about two inches of the aluminium applicator, be- 
ginning at its tip. Absorbent cotton is the best for this pur- 
pose; but jewelers’ cotton, which is chemically cleaned, and. 
has a long and fine fibre, answers very well. 

These applicators are usually roughened at the tip, in 
order to give the cotton a hold which would prevent it from 
slipping off and remaining behind in the uterine cavity. 
This roughening, however, makes the subsequent removal 
of the cotton too tedious, and too liable to stain the fingers. 
I therefore prefer to use a smooth probe, taking care, in that 
case, to wrap the terminal end of the cotton very tightly. 
But, as this needs a skill which practice alone can give, it 
would be well for a beginner to make use at first of the 
roughened wire. ‘The ordinary uterine sound can of course 
be resorted to for the same purpose; but the stronger acids 
soon corrode it, while the bulb at its tip makes the removal 
of the cotton a dirty and a difficult job. Should the cotton, 
slip off in the cavity of the womb, as will sometimes happen, 
its cervical end can often be caught by the uterine forceps 
and withdrawn; or it may be fished out with the tenaculum. 
But if these means fail, no more harm will accrue than a 
uterine colic which will force the cotton out. Some physi- 
cians, indeed, intentionally leave the cotton inside of the 
womb, expecting thus to get a more prolonged action;* but 
I cannot advise such a procedure. 

The applicator thus armed, after being dipped into one of 
the above liquids, I always carry, through a speculum, up to 
the fundus of the womb whenever the internal os permits it 
to pass. In the great majority of cases this can be done, pro- 
vided the fore-lip of the cervix is first hooked down by the 


* Bantock, British Gynecological Journal, May 1886, p. 35- 
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uterine tenaculum (Fig. 38); a procedure which steadies the 
womb and straightens it out. My reasons for cauterizing the 
whole mucous tract of the womb are fourfold: (a) If the mu- 
cous coat be alone involved, the symptoms often fail to in- 
form me how far up the disease has extended: (4) Owing to 
the absence of any sub-mucous connective tissue, the inflam- 
mation of the mucous membrane must sooner or later more or 
less involve the parenchymatous structures, and this must be 


Fic. 38. 


avoided at all hazards. (c) Whenever the internal os is suffi- 
ciently patulous to admit’ the armed applicator, I accept this 
fact as an evidence that the disease is not limited to the cer- 
vix. (d) By this practice, in a measure empirical, I err on 
the safe side, and obtain far better results than I did when 
limiting my applications to the cervical canal. Nor is this 
bolder plan of topical medication more hazardous than the 
ordinary one limited to the cervical canal. Out of a yearly 
average of over three thousand uterine applications of this 
kind at the Hospital of the University, to say nothing of my 
own private patients, we have yet to hear of a death from 
this cause. Nor have we seen any but light and manageable 
attacks of uterine colic and peri-uterine inflammation, and 
these very seldom indeed. ‘The cases in this clinic consist of 
out-patients, who, after an application, however strong, have 
necessarily to go home, many to adjacent towns lying within 
a radius of twenty miles. 

From these facts and from our successes, I have come to 
the conclusion that he is the most successful gynecologist 
who is intelligently the most plucky, and that, no matter 
how severe or how mild the treatment of uterine disorders, 
the percentage of accidents will be about the same, and that 
a very low one. ‘The only severe attack of perimetritis of 
which we have any knowledge, followed the application of 
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the solid stick of the silver nitrate merely to a patch of gran- 
ular erosion on the cervix. In my private practice I have 
yet to see, from this cauterization of the whole mucous lining 
of the womb, any worse results than an occasional attack of 
uterine colic, but rarely so urgent as to require morphia hypo- 
dermically. Yet I wish distinctly to have it understood, that 
it is not every case of metritis and of endometritis that needs 
this treatment, or, indeed, any local treatment, but those 
only which exhibit true local symptoms, referable to the local 
disease alone. Year by year, I find myself treating patients 
more and more by constitutional measures, than by local 
ones; for I firmly believe that the importance of slight local 
lesions has been greatly overrated. 

With the exception of that of the fuming nitric acid, the 
liquid applications are to be made once a week, and to be 
constantly changed about from one to another. In order to 
insure a thorough cauterization, it will often be advisable to 
make two or three applications, the one directly after the 
other, until the walls of the uterus are irritated into contract- 
ing down upon the probe, and griping it; and also, when the 
cervical canal is not very patulous, first to stretch it open by 
the uterine dilator. In making these applications no other 
care need be taken than, before removing the speculum, to 
swab out or syringe out the redundant portion of the fluid, 
which has run down over the hind lip of the cervix. But, in 
order to apply the nitric acid safely, greater precautions must 
be taken. ‘The cervical canal, unless very patulous indeed, 
must be previously dilated, either by a tent or by the dilator, 
preferably by the latter. If the bivalve speculum be 
used, very great care should be observed to avoid touch- 
ing the walls of the vagina with the acid. Whatever 
the speculum, water enough to reach to the lower margin 
of the os should be thrown into it, by that very handy 
little instrument, the uterine syringe (Fig. 39). Imme- 
diately after the application, several syringefuls of water 
should be projected upon the cervix. A tampon of cotton- 
wool, with a withdrawing thread attached, may then be 
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dipped into water and left for twelve hours in contact with 
the cervix. After ten days or two weeks have elapsed, one 
of the milder caustics may be applied. In stubborn cases of 
menorrhagia, I have sometimes found it needful to make a 
second application of this powerful acid. ‘This, however, 
should not be done before a month has passed by, lest closure 
of the cervical canal should result. When granular erosion 


FIG. 39. 


is associated with a gaping or an everted os, there is no better 
treatment than by this acid. In such a case it must be ap- 
plied freely to the cervical canal, and less so to the uterine 
cavity. In menorrhagia springing from a congestion or from 
a sub-involution of the womb; in cases of enlarged wombs 
obstinately resisting treatment; in persistent leucorrhcea, it 
does much good when boldly carried into the uterine cavity. 
I am partial to this escharotic, nor have I yet found that its 
use is followed by symptoms more urgent than those pro- 
duced by the milder caustics. It has been urged that nitric 
acid will so far modify or injure the endometrium as to pre- 
vent conception. To this I can reply that I have twice by 
its use cured sterility, and that I have repeatedly seen preg- 
nancy occur in women treated with it. In carrying this acid 
about, one caution must be carefully observed by the phy- 
sician for his own protection, and that is to have a glass 
stopper to the bottle. For, if a cork be used ora rubber 
stopper, the acid, coming in contact with it and decomposing 
it, generates a gas which may, upon the quick removal of the 
stopper violently force a fine spray of the contents out of the 
bottle. 

The solid stick of silver nitrate is no great favorite of mine. 
It gives more pain than the liquid preparation, is less manage- 
able, and often causes a hemorrhage. Its prolonged use is so 
liable to be followed by a hard, gristly cervix, or by contrac- 
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tion, or even by closure of the cervical canal, that it is re- 
stricted pretty much to those cases in which the os is gaping 
or is everted, but not lacerated. By first warming the tips of 
the aluminium probes, and then dipping them into fused sil- 
ver nitrate, they receive a coating of the caustic which can 
be readily passed up into the uterine cavity and dissolved 
there; not, however, without considerable uterine colic. A 
common test-tube held over the flame of a candle is all the 
apparatus needful for the purpose. This is an admirable way 
of treating sub-involution and other affections of the body of 
the womb. In stubborn cases of amenorrhcea advantage may 
thus be taken of its tendency to excite hemorrhage. When- 
ever this caustic is passed up into the uterine cavity, the hy- 
podermic syringe should be within reach. 

A saturated ethereal tincture of iodine, being much stronger 
than the corresponding alcoholic tincture, I have found very 
useful in very marked cases of cervical endometritis. But the 
fear lest the subtle vapor of the ether should escape through 
the oviducts into the peritoneal cavity, or should force in 
some of the liquid before it, has made me chary of introduc- 
ing it into the uterine cavity. 

Intra-uterine injections are very efficacious remedies in the 
treatment of diseases of the body of the womb, but, for rea- 
sons not yet well understood, they are liable to be followed 
by very dangerous symptoms, such as severe uterine colic, 
collapse, and rapid peritonitis. Death has repeatedly resulted 
from them. For these reasons I long avoided their use; but 
of late I have in obstinate cases been resorting to them with 
much satisfaction. In applying them I use a very small hard- 
rubber syringe, holding, when full, but twelve drops, which 
are discharged in fine jets through a number of minute holes 
in the sides of the nozzle. With this I inject at one time 
from about six to twelve drops of any one of the applications 
previously mentioned. But in using the fuming nitric acid, 
the syringe is first charged, and the holes in the nozzle are 
next wrapped over with a very thin film of absorbent cotton. 
The nozzle is now passed up to the fundus, the piston pushed 
home, and the cotton merely moistened by the acid. 
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In this manner the endometrium is thoroughly cauterized, 
without the dangerous presence of a corrosive fluid lying free 
in its cavity. Asa rule, however, in order to save my syringe, 
I prefer to introduce the nitric acid by means of the appli- 
cator, which, to guard the cervical canal from cauterization, 
is passed up through a platinum tube. The one that I pre- 
fer was devised by my friend and former pupil, Dr. A. B. 
Stoops, of Moorefield, Ky. (Fig. 40). 


FIG. 40. 


STOOPS’S UTERINE CANULA. 
A. Instrument ready for insertion. 
B. Canula. 


C. Stilette. 
D. Canula lying on its right side, showing the angle of its attachment t 
the handle. 


All ordinary applications should be made about once a 
week, and the stronger ones at much longer intervals. In 
the meantime the woman should herself daily irrigate the 
womb with tannin, lead, or zine solutions—one drachm to 
the quart of water. A very excellent wash is a warm tea of 
walnut leaves, or an infusion of flax-seed or of siippery elm 
bark, to every quart of which two drachms of potassium chlo- 
rate or of common salt may be-added. A gallon of water, as 
hot as can be borne,—viz., at a temperature of from 105° to 
120°—thrown up twice daily on the cervix uteri, is an excel- 
lent remedy, for which, as well as for many other valuable 
hints, we are indebted to Dr. Emmet. For making these 
vaginal injections Davidson’s syringe with a nozzle of hard 
rubber, is the best; but when the quantity of fluid to be in- 
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jected is large, many ladies prefer the Fountain Syringe, 
which works by gravity, and needs no muscular exertion. 
It consists simply of a bucket or of a rubber bag, with a long 
tube attached, and is used by being. suspended from a nail. 
To carry off the water as fast as it flows out of the vagina, a 
useful douche-pan is made by Wm. Snowden, which is prac- 
tically a bed-pan with a waste-attachment. An excellent 
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DOUCHE-PAN. 


“Vaginal Irrigator’? has also been devised by Dr. T. M. 
Healey, of Cumberland Md. ‘To utilize the bath-tub of our 
houses, Dr. G. E. Shoemaker has contrived a very simple and 
useful appliance. It consists of rubber tubing in the form of 
the letter ‘‘Y,’? armed at one end by an ordinary syringe 
nozzle, and at the ends of the branches by rubber corks 
which fit respectively into the hot- and cold-water faucets of 
the ordinary bath-tub (Fig. 42). 

A still better treatment is the introduction, at bedtime, in- 
to the vagina, of a suppository containing a few grains of the 
acetate or the iodide of lead, of the zinc sulphate, or what is 
better, from five to ten grains of tannic acid. For obstinate 
congestions, apart from local depletion, one drachm of the 
fluid extract of ergot, or an equivalent dose of one of its pre- 
parations, should be nightly introdgced into the rectum, 
either by a suppository or by a starch clyster. As vaginal 
suppositories are expensive and withal quite difficult to make, 


144 METRITIS AND ENDOMETRITIS. 


certain very efficient substitutes can be extemporized. For 
instance, the tannin or any other dry astringent powder may 
be projected by the woman herself upon the cervix, through 
the nozzle of one of those ingenious tin bellows which are 
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SHOEMAKER’S VAGINAL, DOUCHE. 


imported from France for the purpose of scattering insect 
powder about. Or else—after the plan of my friend, Dr. E. 
lL. Duer—a teaspoonful of glycerine containing five grains or 
more of tannin, of lead acetate, or of zinc sulphate, may be 
poured into a hollow pressed by the thumb into the centre of 
a thin sheet of ordinary cotton-wool not quite so broad as 
one’s palm. ‘The edges being now gathered up and securely 
tied, there will be formed a small and dry tampon, which the 
woman, after getting into bed, can herself push against the 
cervix. For convenience of removal, the ends of the string 
should be left long enough to hang outside of the vulva. 
Medication by vaginal suppositories is to be preferred to that 
by vaginal injections, because in the former the remedy lies 
longer in contact with the cervix, and because it is probable 
that more or less of it is carried up directiy into the uterine 
cavity, either by capillary attraction or by that reversed peri- 
staltic, or suction, action of the uterine fibres so lately de- 
scribed. In future, when the vaginal suppository is men- 
tioned, the term will mean, indifferently, some one of the 
above methods. 

When chronic metritis is very marked, a still more vigor- 
ous treatment will be needful. If the cervix be torn, it 
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should be repaired. Distended cervical glands should be 
freely opened, and their cavity cauterized by one of the fore- 
going applicating fluids, or by a finely-pointed piece of the 
silver nitrate. Great relief to local pains and aches will often 
follow this little operation, and I have had frequently to re- 
peat it in the same patient. The endometrium should be 
gently scraped with the curette, in order to remove any exist- 
ing vegetations, which keep up both the leucorrhcea and the 
menorrhagia. ‘The mode of doing this I shall reserve for an- 
other lesson. All flexions and displacements must be rem- 
medied by the proper kind of pessary. The whole cervical 
surface may be blistered by cantharidal collodion, or small is- 
sues may be made by two or three punctures into which a 
small piece of silver nitrate is pushed in. 

The sores or the raw surfaces thus made, are, from time to 
time, to be gently touched by carbolic acid or by a mild solu- 
tion of the silver nitrate until they heal up. Interstitial in- 
jections into the cervix uteri by means of a long-nozzled hy- 
podermic syringe are said to be followed by great benefit; but 
I have not yet tried them. Solutions of ergotine have thus 
been injected with great benefit. Bennet writes very highly 
of the following solution: 


R. Iodi, 
Potassii bromidi, a4 gr.xx. 
Tincture iodi, £.3j. 
Aquam destillatam ad f. Ziv. M. 


Of this he injects an hypodermic syringeful by from three to 
five punctures into the cervix. A cotton pledget well soaked 
in glycerine is placed against the cervix, and rest for at least 
twelve hours is enforced. * 

I am more than ever impressed with the fact, that in gen- 
eral, the caustic applications are made too continuously for 
nature to have fair play, and that irritation and congestion 
are actually kept up by too short intervals of rest. It is 
therefore my rule, after making from four to six applications, 


* Dublin Journal of Medical Science, Oct., 1878. 
IO 
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each a week apart, to send my patient away just before a 
catamenial period, with directions not to return until two 
such have passed. Not only will much be gained by this in- 
termission in the treatment, but an opportunity for impreg- 
nation is thus given. 

With regard to the conjugal relations during local treat- 
ment, while, as a rule, abstinence is recommended, I yet 
sanction the advice of the apostle, that ‘‘the husband render 
unto the wife due benevolence; and likewise also the wife 
unto the husband.’’? While coition should always be com- 
pletely performed, on the one hand, the husband must not be 
too exacting; on the other, the wife should not restrain her 
own inclinations; for intercourse, then, appeases the conges- 
tive orgasm of the reproductive apparatus. Beside this, preg- 
nancy is often curative of these disorders. For, just as a 
fibroid tumor will sometimes, after labor, disappear by absorp- 
tion or take on atrophy, so will the tissue changes of chronic 
metritis; especially if during child-bed every means be used 
to eke involution. 

Local Depletion.—Since persistent congestion is the essen- 
tial basis, the punctum saliens of uterine disorders, it stands 
to reason that local blood-letting should be the remedy. 
Whenever, therefore, the cervix has lost its natural pink, or 
its gum-like color, and becomes crimson, it needs depletion. 
For this purpose nothing answers better in the end than two 
or three leeches pushed up to the cervix through a glass spec- 
ulum. In leeching, the os uteri must first be well plugged 
by a clean morsel of cotton, with a withdrawing thread at- 
tached; otherwise a leech may creep into the uterine cavity 
and fasten itself there, giving intolerable anguish. The week 
succeeding the catamenial flux is always the best time for their 
application. But leeches are often capricious, always expen- 
sive, sometimes unattainable, and their application i is a tedious 
and an unpleasant job. A substitute is therefore’ necessary. In 
lieu thereof, once a week or a fortnight, the cervix may be 
punctured at three or more points by Buttle’s spear-pointed 
scarificator (Fig. 43), by a straight-pointed bistoury, or by a 
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tenotomy knife. Not more than from two to four tablespoon- 
fuls need be taken at onetime. The difficulty usually con- 
sists in drawing blood enough, but occasionally too much will 
flow. I have seen it spout out as if a large vein had been 
struck. It is well, therefore, to watch for a moment the first 
puncture before making others. In a large, flabby and angry- 
looking cervix, in cases of retroflexion accompanied by 
marked congestion, blood enough will often escape from but 
one superficial puncture. In firmer and paler cervices the 
punctures must be made deeper and more numerous. ‘The 
point of the instrument should penetrate to a depth of from' 


BUTTLE’S SPEAR-POINTED SCARIFICATOR. 


one-eighth to one-quarter of an inch; and, in order to enlarge 
the opening, should be withdrawn bya slight turn of the 
wrist. ‘To collect the blood as it flows out of the speculum, 
without soiling the clothes of the patient, I have found 
nothing so convenient as an ordinary kitchen gravy-ladle of 
tinned iron, which has its well-earned place in my leather 
bag. 

After the bleeding has ceased, the uterine application is to 
be made. If it persists, a stream of cold water may be thrown 
upon the cervix, or each bleeding point can be touched with 
the solid stick of the silver nitrate. Often the mere introduc- 
tion of the ordinary application into the uterine neck and 
cavity will so condense the tissues as to stop the bleeding. 
On very rare occasions I have been obliged to tampon the 
vagina loosely with cotton-wool dipped in a solution of the 
iron subsulphate. Local depletion is a very important ad- 
junct to the treatment of uterine diseases. It is, indeed, 
often the pith of the treatment. Its neglect is a common 
cause of failure. The condition of the cervix is not, how- 
ever, always an infallible criterion as to the necessity for 
drawing blood, for the congestion of the womb may be lim- 
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ited to its body. Depletion, may, therefore, in general be 
resorted to whenever the womb is hypertrophied; whenever 
its body is tender to the touch, or too sensitive to bear the 
pressure of a pessary; whenever pelvic pains resist the ordi- 
nary treatment; and, finally, in congestive cases of flexion or 
of dysmenorrhzea. No inflexible rule can be laid down with 
regard to the number of times this operation should be per- 
formed. My own custom is to draw blood at intervals of a 
week or two, until the general or the local symptoms are de- 
cidedly improved. 

The congestion can also be relieved by daily vaginal injec- 
tions of large quantities of water as hot as can be borne— 
—from 105° to 120°. Occasionally, injections of cold water 
will answer still better, and may with advantage be used in 
the place of the former. 


CONSTITUTIONAL TREATMENT. 


One cardinal rule in the treatment of all uterine disorders 
is the internal administration of iron, and of other tonics, un- 
less contra-indicated. To these may be added, whenever the 
womb as a whole is congested or is hypertrophied, ergot, 
quinia, arsenic, or potassium bromide, either singly, or more 
or less in combination. Whenever one of my patients can or 
will take cod-liver oil in conjunction with the syrup of the 
iron iodide, I feel that half the battle is won. ‘The bowels 
should be kept soluble. Excellent pills for this purpose, to 
be taken at bedtime, are: 


R. Ext. colocynth. comp., gr.ij. 


Ext. belladonne, gr. 

Ext. gentiane, * Er. J. 

Ol. carui, gtt.ss. M. 
Et. ft. pil., No. j. 
RK. Podophylli resine, gr.ij 

Quiniz sulphatis, 

Ext. aloés, a4 gr.viij. 

Fellis bovini, gr.xvj. M. 


Et. ft. pil., No. xvj. 


The pulvis glycyrrhize compositus is another good laxa- 
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tive, to which may be advantageously added potassium bitar- 
-trate. 3 

The Lady Webster pill also is peculiarly suited to many of 
these cases of obstinate costiveness. Two or three pills may 
be given at bed-time. For the following formula for an ex- 
cellent aperient pill I am indebted to my friend Dr. R. A. 
Cleemann: 


R. Aloés, : gY.xxx. 
Ext. belladonne, gr.ij. 
Ext. ignatie, gr.vj. M. 


Et. ft. pil., No. xij. 
Sig.—One pill at bed-time. 


The following tonic pills are much prescribed at the clinic: 


RK. Acid. arseniosi, 


Strychninz sulph., a4 gr.ak. 
Ext. belladonne, gr.t. 
Cinchoniz sulph., gr. iss. 
Pil. ferri carb., gr.ijss. M 
Et. ft. pil., No. j. 
kK. Acid. arseniosi, gr. xk. 
Cinchoniz sulph., gr. iss. 
Ferri et potass. tart., gt. ii. M. 
Et. ft. pil., No. j. 
R. Pulv. ferri sulphat. exsiccat., gr.xxx. 


Zinci sulphat., 

Quininz sulphat., 

Ext. hyéscyami, 

Ext. ignatize, : ai grexv. M. 


Et. f& pil, No. xxx 


The sulphate of cinchonia in two of these formulas may be 
advantageously substituted by a proportionate dose of sulphate 
of quinia, the former being used simply on account of its 
cheapness. One pill may be given after each meal. 

A mixture to which I am very partial consists of one part 
of Fowler’s solution of arsenic to nine of the syrup of the 
iodide of iron. Of this ten drops, in a sufficient quantity of 
water, are given after each meal, on the first day; eleven 
drops after each meal on the second day; twelve drops after 
each meal on the third day, and so on, until, on the twentieth 
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day, thirty drops after each meal are reached. ‘The medicine 
is now kept up for a week or two at thirty drops after each 
neal. ‘Then, the dose is lessened daily by one drop, in the 
same way as it was increased, until ten drops are reached, 
when the medicine is discontinued. ‘The only objection to 
this mixture is its liability to discolor the teeth temporarily, 
but it does not injure them like the ferric chloride. 

Basham’s iron mixture, with the addition of fractional 
doses of strychnia, will be found very admirable in its effects. 
There are so many indifferent recipes for making this cele- 
brated mixture, that I shall here give the one which seems 
to me to be the best: 


R. Tinct. ferri chloridi, 


fl. Ziii. 
Acid. acetici diluti, fl. 3ss. 

Liquor. ammoniz acetat., fl. 3 iijss. 
Curacsoe, " 

Syrupi simplicis aa 1 

Aquam ad ‘ Bo3viaj. MM, 


Sig.—One tablespoonful after each meal. 


The following formula makes another very elegant and 
generally useful preparation of iron: , 


k. Tinct. ferri chloridi, fl. Si. 
Acidi phosphorici diluti, A.5iij. 
Spts.limonis, ~ fl. 3j. 
Syrupi simplicis, 2 ijss. 
Aquam ad fi.3 vj. 


Sig.—One tablespoonful after each meal. 


The dilute phosphoric acid is added, both because it is a 
valuable nerve tonic, and because it has the property of dis- 
guising the styptic taste of the iron; so much so, that children 
readily take this mixture. 

There are two other tonic preparations which we prescribe 
very frequently in this clinic, and with capital results. One 
of them is Blaud’s pill, which Niemeyer extols so very 
highly: 

R. Pulv. ferri sulphat. exsiccat., 
Potass. carb. puree, ma Zi. 


Glucose q: S 
Ut fiat massa dividenda in pilulas, No. xlviij. 
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During the first three days, one pill is to be taken after each 
meal. On the fourth day, four pills are taken during the 
day. On the fifth day, five pills; on the sixth day, six—that 
is to say, two pills after each meal. For three days more, six 
pills are taken daily; then the dose is to be increased by one 
pill daily, until three pills are taken after each meal. On this 
final dose the patient is kept for three or four weeks—as the 
case may be. In stubborn cases I have occasionally run up 
the dose to the number of five pills thrice daily, and have seen 
no other bad effects from it than a feeling of fullness in the 
head. This immunity is probably owing to the conversion of 
the iron sulphate intoa carbonate. 

The other preparation is a valuable alterative tonic, for the 
formula of which I am indebted to the late Dr. A. H. Smith; 


RK. Hydrarg. chloridi corrosivi, gr-j-ij. 
Lig. arsenici chloridi, gtt. xlviii. 
Tinct. ferri chloridi, 
Acid. hydrochlorici dil., a) 2 Si. 
Syrupi, : 3iij. 
Aquam ad f. 3). M. 


Sig.—One dessertspoonful in a wineglassful of water after each meal. 


Anzmic and chlorotic patients will fatten and thrive well 
on this mixture. I call it the ‘‘ Mixture of Four Chlorides.’’ 
It should not be given for a longer period than two weeks at 
a time. 

When patients complain of nervousness or of sleeplessness 
the bromides must be given, either alone or in combination 
with other remedies. They indeed constitute in uterine 
troubles our main stand-by; for apart from their soothing 
qualities, they seem to divert the blood from the womb and to 
lessen the congestion. A cheap mixture, much thought of 
by our patients at the University clinic, is as follows: 


R. Pulv. ferri sulphat. exsiccat., eT. xxxij. 
Potassii bromidi, 3 Vj- 
Rad. zingiberis contus. 

Rad. calumbz contus., aa 3). 
Aquz bullientis. Oj. 


Steep for twenty-four hours and then strain. 


Sig.—One tablespoonful in a wineglassful of water, just before or just 
after each meal. 
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I cannot say much for the palatableness of this infusion, 
nor more for its pharmaceutical elegance; but it does good, 
and we therefore give it largely to our poor patients. The 
iron and the potash in it may be increased or lessened, or the 
former may be left out, according to the needs of the case. 
The compound infusion of gentian makes a more pleasant 
vehicle for administrating the bromide, but it is more expen- 
sive. A very good combination is as follows: 


R. Ammonii chloridi, Bij. 
Ammonii bromidi, div. 
Tinct. gentianz composite, 
Aque, aa f. 3iij. M. 


Sig.—One dessertspoonful before meals. 


Another very excellent formula is: 


R. Potass. bromidi, Ziv. 
Ammonii bromidi, 5 ij. 
Spts. ammoniz aromat., f. 3 vj. 
Aquam camphore, ad Tr. 3%. 
Sig.—One tablespoonful before breakfast and dinner, and one at bed- 
time. 


For nervous and anzemic cases my most favorite pill is: 


k. Acidi arseniosi, gr-qy. 
Ext. sumbuli 
Ferri sulph. exsiccat, a4 grj. 
Asafoetidze gr.ij. M. 


Et fiat pilula, No. j. 
Sig.—One pill after each meal,—to be increased to six pills a day. 


Messrs. Bullock & Crenshaw have included this among 
their sugar-coated pills, for asafcetida eminently needs some 
disguise, and I prescribe many thousands of them every year. 

Another valuable prescription, which I gleaned from some 
foreign journal is: 


R. Zinci valerianat, 
Quinine valerianat, 
Ferri valerianat, aa gr.j. M. 


Et fiat pilula, No. j. 
Sig.—One after each meal. 


I call it the ‘‘ Pill of Three Valerianates.”’ 
For wakefulness and for general nervousness the following 
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anti-spasmodic mixture can be prescribed with very general 
satisfaction: 


R. Elixir. humuli, fj. 
Elixir. ammonie valerianat., 
Syrupi lactucarii, aa f.3ss. M. 


Sig. ae dessertspoonful at bedtime, or during the day when need- 


When ergot is indicated, it may be given continuously and 
in full doses, either by the mouth or by the rectum. ‘The 
suppository is made by inspissating the fluid extract by a 
moderate heat, and incorporating it with cocoa butter. Of 
these two modes of administration I much prefer the latter, 
as it does not disturb the stomach. In country practice the 
ergot may be given in a starch clyster. 

In addition to these remedies, an effort should be made to 
distract patients from self, and to make them forget that they 
are invalids. ‘Their tendency is to give too much heed to 
every little ailment. ‘They should be urged to give up the 
recumbent posture, to take regular exercise, and to expose 
themselves, without veils and parasols, to the direct rays of 
the morning sun. Woman, as well as plants, needs sun- 
shine. ‘Tea and coffee should be given up, and milk and 
malt or claret substituted. A wholesome diet of easily- 
digested meats and vegetables should be ordered, pastry in- 
terdicted, and the old adage inculcated of ‘‘early to bed and 
early to rise.’? A moderately cool bath may be taken daily} 
provided no great fatigue is induced by it and a healthy glow 
follows its use. The brisk rubbing down after a cool bath, 
by putting many muscles into play, is one means of furtiv ely 
giving exercise to those patients who are indisposed to take 
it as such. ‘The corset should be discarded; the clothes must 
fit loosely and be supported from the shoulders, as in some 
of the dress-reforms. However unreasonable this advice may 
have seemed to the woman while her health was good, she 
will now usually adopt it, but not without many a pang and 
many an inward struggle. No vanquished knight ever 
yielded up his armor with worse grace. 
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For obvious reasons, when young girls or unmarried women 
exhibit symptoms of uterine trouble, an examination by the 
finger or by the speculum, or a treatment requiring the use of 
the latter, should never be insisted upon, until other meas- 
ures have first been faithfully tried. ‘These measures will be 
limited to the hygienic and constitutional treatment just de- 
tailed, and to such local remedies as the patient herself can 
use—viz., the hot douche, the hip bath, vaginal suppositor- 
ies, vaginal injections, etc. I urge this advice because, as 
you will learn later, in the great majority of such cases the 
apparent uterine disorders are mimicries, and not entities. 
In stubborn or in doubtful cases all the needful information 
may often be gained from supra-pubic palpation conjoined 
with a rectal examination. 


hiioow iN XL. 


THE NATURAL POSITION OF THE WOMB; RETROVERSION 
AND RETROFLEXION OF THE WOMB 


THE NATURAL POSITION OF THE WOMB. 


HE womb, from its lax ligaments and its loose attachments, 

is an unstable organ, responding to every act of inspira- 
tion and of expiration, and to every movement of the body. 
It is also displaced forward by a loaded rectum and backward 
by a full bladder. ‘The consequence is that its exact natural 
position in the pelvis has not yet been determined, not even 
by frozen sections of the body; for no two of them wholly 
agree. As far as can be ascertained, the fundus of the 
typical womb should be on a level with the plane of the 
superior strait, and its os externum should touch a line 
drawn from the lower surface of the symphysis pubis to the 
lower margin of the fourth sacral vertebra (Fig. 44). When 
the bladder and rectum are empty, the fundus will be found 
inclined to and close to the pubic symphysis, and the cervix 
looking toward the sacrum. ‘The axis of the womb then lies 
very nearly at a right angle to that of the vagina—viz., to 
the axis of examination. It is also bent slightly forward, 
with a lateral deviation to the right, which it gets from the 
presence of the rectum on the left side of the pelvis. Were 
this axis prolonged anteriorly, it would pierce the abdominal 
wall at a point midway between the symphysis pubis aud the 
umbilicus, but a little to the right of the linea alba. Slight 
variations from this position and from this axis of the womb 
are constantly met with, without any pathological signifi- 
cance whatever. But marked deviations are also as liable to 
take place, and they are almost always attended by symptoms 
which loudly call for relief. ‘These pathological deviations 
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in the position and in the axis of the womb, are downward, 
or forward, or backward, or to one side. To these I shall 
“ow direct your attention. 


NATURAL POSITION OF THE WOMB WHEN THE BLADDER IS FULI. 
AFTER BRIESKY. 


RETROVERSION AND RETROFLEXION OF THE WOMB. 


By a retroversion of the womb, we understand a backward 
tilting of the fundus towards the sacrum, and an advance of 
the cervix towards the pubes—that is to say, it is a posterior 
inclination of the body of the womb without any bend in its 
axis. Bya retroflexion of the womb is meant a backward 
bending of the womb upon itself, the fundus upon the cervix 
posteriorly. ; | 

These displacements are generally due to the increased 
weight and size of the womb, which its ligaments and other 
supports cannot sustain, and to a loss of tonicity in the uterine 
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wall, by which it bends upon itself. Arrest of involution 
after labor is, therefore, the most important factor in their 
production. While then they are occasionally found in un- 
married and in sterile women, they usually occur in women 
who have borne children, and date from some one of their 
labors. 

The symptoms being those of chronic metritis, are therefore 
not atall pathognomonic. A physical examination will alone 
reveal the true condition. By the finger, the cervix will, in 
retroversions, be found raised up behind the symphysis pubis, 
and in retroflexions, lying more or less in the axis of the 
vagina. ‘Through the posterior cul-de-sac of the vagina will 
be felt a round and sensitive tumor, continuous with the 
cervix. It is the fundus of the retroflexed, or of the retro- 
verted womb, lying low down in Douglas’s pouch. This 
tumor, however, might be a sub-peritoneal fibroid on the 
hind wall of the womb, an accumulation of feces, a collection 
of blood from an hzematocele; a prolapsed ovary, or the 
plastic deposits of peri-uterine inflammation. To tell the 
displaced womb from these conditions, needs a digital exami- 
nation per rectum, and a careful exploration with the uterine 
sound. ‘The finger by indenting the mass will recognize a 
collection of feces; but the sound is the only sure means of 
making out a diagnosis. It will enter with its concavity 
looking backward, and its handle well raised. Its introduc- 
tion can be facilitated very much, either by hooking down 
the cervix with the uterine tenaculum, or by lifting up the 
fundus of the womb with a finger passsed either into the 
rectum or into the vagina. ‘The final test is made by restor- 
ing the womb to its natural bend and position. This is done 
by giving the tip of the sound the smallest curve compatible 
with its introduction, and by reversing this curve within the 
uterine cavity so that it shall look forward. This reversal is 
best effected, not by turning the sound on its axis, which 
generally will then merely twist the womb; but by sweeping 
the handle of the sound around the vulva in a half circle with 
the largest possible radius, until the shaft presses upon the 
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perineum and the concavity given to its tip looks forward. 
If by this manceuvre the tumor be so raised up out of Doug- 
las’s pouch as to slip away from the vaginal finger, and to be 
felt by the supra-pubic hand, the conclusion is inevitable 
that the tumor is the fundus of the womb. ‘The character of 
the displacement, whether a retroversion or a retroflexion, 
will be told by the position of the cervix, which in the former 
will be found behind the symphysis, and by the post cerca! 
sulcus, or furrow, always found in the latter. 

Both displacements are occasionally congenital, but when 
acquired, the development of a retroflexion is always slow, 
and so usually is that of a retroversion. Once in a while, 
however, the empty womb or a gravid one will be suddenly 
thrown into a state of retroversion, and remain so unless re- 
placed. I have seen this follow an unexpected succussion, 
such as a misstep or a violent fit of coughing, when the blad- 
der was over-full by a long day’s travel. The fundus of the 
womb then gets pushed backward below the sacral promon- 
tory, by which it is caught, and the woman finds herself in 
great pain, and unable to pass her water. 

It is rare to meet with a pure case of retroversion—that is, 
one without some degree of flexion—and so rare to meet a case 
of retroflexion, without its being complicated with more or less 
of version, that both of these displacements can be treated in 
pretty much the same manner. In these displacements, by 
the obstruction at the point of flexion, or by the fundus being 
often lower than the cervix, the natural secretions and 
excretions, such as mucus and the menstrual fluids, are 
retained longer than they should be. This irritates the 
womb, distends its cavity, and augments the discharges. 
Hence we have leucorrhcea and menorrhagia. 

Then again, the circulation being impeded by gravity and 
by angulation, congestion takes place, the local nutrition be- 
comes undue, and diffuse growth, or proliferation, of the con- 
nective tissue takes place. Hence the uterine walls become 
thickened and dense, and the nerves compressed. In this way 
the pain, the tenderness and the sense of ‘‘bearing down,”’ 
are explainable. 
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Now, it stands to reason that whatever reduces these dis- 
locations and keeps them reduced, also tends to cure the 
effects of these dislocations. Hence, for remedying these two 
kinds of lesions, pessaries are indispensable, and of all of 
them Hodge’s closed-lever pessary is one of the best (Fig. 45). 


Fic. 45. 


HODGE’S PESSARY. 


When fitting properly, it acts physiologically by propping 
up the dislocated fundus, and restoring the posterior wall of 
the vagina to its natural length. Again, since its anterior 
bar plants itself firmly against the posterior surface of the 
pubic symphysis, or against the angle formed by the converg- 
ing rami of the pubic bones, it offers a very efficient and 
powerful support. It will not, however, always answer. 
Whenever the relaxation of the parts is great, or the vaginal 
portion of the cervix has disappeared—as it sometimes will 
through senile atrophy, or through the stripping off of the 
vagina by the upward traction of the womb in repeated preg- 
nancies—the physician may be driven to the globe-pessary. 
or tothe ring-pessary. But this alternative should be deemed 
a misfortune, for all pessaries which distend the vagina at the 
expense of its length are mere makeshifts. Such instruments 
cannot effect a cure, because, by overstretching the vagina 
laterally, and by thus impairing its tonicity, they weaken 
this important supporting column of the uterus, and, in pro- 
lapse, tend to confirm the usual cause of the displacement. 
Further, the ring-pessary is not trustworthy, and needs 
watching; for it is liable, by its elastic pressure, to excite ul- 
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ceration, and to become buried up by over-arching granula- 
tions. In this manner it sometimes eats its way into the 
bladder or the rectum. There are few physicians with a large 
uterine practice who have not had to dissect out a ring vitally 
imbedded in the walls of the vagina. 

Another very great objection lies in the fact that, when 
made of poor and brittle rubber, as these pessaries usually 
are, they crack at one place or more during the process of 
their introduction; and then, sooner or later, by the rusting 
of the steel wire at these points, they spring open. ‘This 
accident I have so repeatedly seen as to make me timid about 
using them. ‘The ring-pessaries now made with whalebone, 
instead of with a watch-spring, are not open to this objection. 
When the base and the neck of the bladder are very sensitive, 
or when, as. in some old women, the vagina has lost its 
elasticity and is shortened, Cutter’s pessary answers a very 
admirable purpose. It is practically a Hodge pessary, having 
an external fulcrum attached by an elastic band to an ab- 
dominal belt. 

The late Dr. Albert H. Smith made a modification of 
Hodge’s pessary to which I am very partial, the more so be- 
cause it meets several very important indications. The 
healthy vagina is a cone-shaped tube, widening out above 
and narrowing down as it approaches the vulva. Its uterine 
portion is thin, membranous, and almost devoid of muscular 
fibre; while its lower portion is rich in elastic and muscular 
tissues, and is also powerfully acted upon by the strong mus- 
cles of the perineum. Now, Hodge’s pessary being of a 
uniform width throughout, in fact a parallelogram in shape, 
will often unduly stretch laterally the vulvar, viz., the nar- 
rowest, portion of the vagina, while it too loosely fits the 
uterine portion. The pressure being unequally distributed, 
is liable not only to irritate the points of firmer contact, but 
also to cause the pessary to tilt over on its side, or to become 
otherwise displaced. Again, its front bar, by pressing upon 
the pubic bones, may irritate the overlying soft parts, and 
may also so compress the urethra as to make micturition 
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painful. To avoid these defects, and also to distribute the 
pressure in front over the surface of the anterior vaginal wall, 
which responds to the movements of the diaphragm, Dr. 
Smith slightly narrowed this pessary anteriorly, and then 
bent the tip thus rounded sharply downwards, at almost a 
right angle. 

The Hodge pessary is readily moulded into this shape in 
the following manner: The axéertor part only is either dipped 
into boiling wax or lard (the temperature of boiling water is 
not high enough), or else it is buried in sand heated to about 
350° Fahr. It may also be oiled and held over the flame of 
a spirit-lamp. When sufficiently plastic, the uterine, viz., 
the unheated, portion of the pessary, with the concavity of 
its curve looking downward, is grasped by the thumb and 
fingers, and so compressed that the anterior portion of each 
lateral bar slightly converges towards its fellow. While still 
undergoing the pressure, the pessary is quickly carried to a 
deep wash-basin, one-fourth full of cold water. The tip is 
now bent almost at a right angle by pressing it for a moment 
strongly against the dry surface of the basin, over which it is 
then made quickly and firmly to glide down into the water 
below. The contact with the water at once ‘‘sets’’ the pes- 
sary in the desired shape. The sand bath is certainly the 
handiest and cleanest way of moulding these pessaries, but, 
unless carefully watched, it is liable to overheat and spoil 
some of them. The Smith-pessary is now made by the 
manufacturers of rubber goods; and is sold by all instrument- 
makers. 

This form of pessary I can confidently recommend as one 
that will best fit the large majority of cases ordinarily met 
with, of retroversion, retroflexion, or of prolapse. By com- 
paring a Hodge pessary with Fig. 46, the alterations in shape 
will be at once seen. A side view is given at A, and a front 
view at C. 

Whenever the body of the womb is too tender to bear the 
pressure of this hard rubber pessary, the provisional use of 
inflated rubber-rings will be called for (Fig. 47). ‘These air- 

II 
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cushions must be used in conjunction with local depletion, 
with intra-uterine applications of carbolic acid as a local 
anesthetic, and with the hot douche, the last provided the 
woman can herself remove and re-introduce this pessary. The 
Smith pessary, with a bulbous expansion at the upper end, 


FIG. 47. 


THE SMITH PESSARY. INFLATED RUBBER-RING. 


such as Thomas’s, can sometimes be borne when other hard 
pessaries give pain (Fig. 48). Some stubborn cases I have 
overcome by an application of fuming nitric acid to the 


Fic. 48. 


THOMAS’s BULB PESSARY. 


uterine cavity. Whenever these inflated tings cannot be 
procured, wads of oakum or sponges dipped into a weak 
solution of carbolic acid wiil make very good substitutes, 
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The distressing pelvic pains and aches which torment these 
patients, will be greatly alleviated by passing into the vagina, 
at bed-time, a suppository containing half a grain of morphia 
and one grain of the extract of belladonna. A rectal sup- 
pository containing one-third of a grain of the extract of 
belladonna, will sometimes do much good. Whenever, in 
spite of the foregoing treatment, the tender parts still resent 
the presence of a pessary, the patient should be put to bed, 
and kept there until the pressurecan be borne. From one to 
two weeks of rest will usually suffice for this purpose. 

In most cases of retroversion it will prove advantageous to 
stretch out the contracted utero-sacral ligaments by Gardner’s 
repositor (Fig. 49). This instrument is used by introducing 
the stem into the uterus, and then giving various angles to 


FIG. 49. 


GARDNER’S REPOSITOR. 


it by ascrew inthe handle. In this manner a retroverted 
womb can be temporarily forced into a state of anteversion. 
The womb when retroflexed should be straightened out, by 
giving varying curves to the uterine sound in successive in- 
troductions. ‘To avoid injury to the mucous lining from the 
scraping it gets from the sound, a piece of a flexible bougie, 
or of a flexible catheter, may be first slipped up to the fundus 
and the sound introduced intoit. The retroflexed womb can 
also be carried wholly into a temporary condition of anteflex- 
ion by the ordinary sound with a slight curve, which can 
then be made to revolve within the uterine cavity, atid thus 
to reverse the flexion. This can also be more effectually 
done by Elliot’s repositor, the curve of which is changed at 
pleasure by a screw in the handle (Fig. 50); but, unfortu- 
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nately, this repositor being made of soft rubber is short- 
lived. One can accomplish the same thing, by first seizing 
and drawing down the cervix with the single or the double 
tenaculum, or with a small volsella forceps, and then push- 
ing up the fundus by a finger passed up either into the 
vagina or the rectum. By this manceuvre a retroverted 


FIG. 50. 


ELLIO?T’s REPOSITOR. 


wonib can also be readily replaced; but it is then best not to 
push the fundus directly upward over the jutting promontory 
of the sacrum, but somewhat laterally, so as to make it skirt 
this bony shelf. As will will be seen, under its appropriate 
heading, the uterine dilator bids fair to do much good in ob- 
stinate cases of retroflexion. 

One word here on the subject of the volsella (Fig. 51): Since 


Fic. 51. 4 


VOLSELLA FORCEPS. 


it maintains its hold better than the single tenaculum, and is 
more out of the way than the double tenaculum, it is to me 
one of the most precious instruments in my bag, amounting 
in value almost to a third hand. Apart from using it, as 
above described, in replacing or in straightening out any 
kind of version or of flexion of the womb, it subserves other 
useful purposes. By hooking down the cervix and holding it 
steady, it materially aids in the introduction of sponge-tents. 
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For the same reason, upon the removal of the tent, it renders 
the exploration of the uterine cavity with the finger very 
much easier than by the usual plan of forcing the womb 
down upon the finger by supra-pubic pressure, a procedure 
always painful, and in a fat woman, very difficult of execu- 
tion. By thus lowering and fixing the womb, it facilitates 
very materially the removal of intra-uterine polypi, or the 
scraping away of benign or of malignant growths from the 
cervix or the fundus. In such cases, I usually apply it with- 
out the aid of the speculum, and generally seize hold of the 
anterior lip. In replacing versions, a mechanical advantage 
is gained by seizing hold of that lip whose name does not 
correspond with that of the version. ‘Thus, in retroversions 
the anterior lip is seized; in anteversions, the posterior lip. 
But in flexions, as one object of the traction is to stretch out 
the flexed side the most, that lip should be seized whose 
name corresponds with that of the flexion. This advice is 
theoretically correct, but it may not always be found practi- 
cable. In acute cases of retroversion or in retroversion of the 
gravid womb, the volsella acts admirably, after the bladder 
has been emptied by the catheter, and the woman put in the 
knee-breast posture. While traction is being made on the 
cervix, the fundus must be pushed up by two or more fingers 
passed into the rectum. By these means I have repeatedly 
replaced the gravid womb without interfering with the pro- 
cess of gestation. 

For unmanageable cases of posterior displacement— 
which I have not yet met with—a new operation has been 
devised, that of shortening the round ligaments. But, since 
this operation is in its infancy, and I, thus far, have not had 
any need of resorting to it, I cannot yet recommend it you. 
It will, however, be described to you in a future lecture. 


LESSON XIII 


ANTEVERSION AND ANTEFLEXION OF THE WOMB. 


NTEVERSION and anteflexion are respectively the re- 
verse of retroversion and retroflexion. ‘The former may 
be defined as a forward tilting of the womb, without any 
bend inits axis; anteflexion, as a forward bending of some 
portion of the womb on its axis. ‘They are exaggerations of 
the natural position of the womb, and are often associated 
with a pin-hole os externum, a conical cervix, and, conse- 
quently, with sterility. In the former, the fundus ap- 
proaches the bladder, while the cervix points towards the 
hollow of the sacrum. ‘This position is readily recognized by 
the finger. In the latter displacement, if the bend be in the 
body of the womb, the fundus will, through the upper wall 
of the vagina, be felt lying on the bladder, while the cervix 
will be in a natural position; if the bend be in the cervix, the 
vaginal portion will be sickle-shaped, and the os will look to- 
ward the vulva; if the body and the neck are each bent, the 
axis of the womb will be crescent-shaped, with the horns 
looking forward. If the walls of the abdomen be thin, or be 
well relaxed, the whole womb can be outlined by a bimanual 
examination.. The fundus of the retort-shaped womb can 
then be easily made out by abdominal palpation. All doubt- 
ful cases of diagnosis can be cleared up by the use of the 
sound, which will show whether the anterior body is a fibroid 
tumor, a displaced ovary, an exudate from cellulitis, or the 
fundus of the womb. 

The symptoms of anteversion are generally not so marked 
as those of anteflexion. From the pressure of the fundus and 
of the cervix, vesical and rectal tenesmus may be induced. 
Sterility may be present, and so may dysmenorrhcea, each 
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coining from the occlusion of the os by pressure on the hind 
wall of the vagina. In severe cases of anteflexion, the lead- 
ing symptoms come from obstructed circulation, and from 
the stenosis of the cervical canal. ‘There will be dysmenor- 
thoea, leucorrhcea, and menorrhagia, sterility, pain in coition 
and in locomotion, irritable bladder, backache, and many 
pelvic pains. Not one of these symptoms is, however, patho- 
gnomonic of these displacements, and nothing can be de- 
pended upon but a careful examination by the finger and the 
sound, 

Since anteversion and anteflexion are more or less the 
natural conditions of the nulliparous or of the healthy uterus, 
and especially so when the bladder is empty, it by no means 
follows, that every case of hysteria or of pelvic irritation exhi- 
biting these forms of displacement requires a uterine treat- 
ment. Iam led to make this remark, because general nerve- 
exhaustion with irritable spine, or a congestive irritation, or, 
perhaps, an inflammation of one ovary, or of both, is often at 
the bottom of symptoms usually referred to the above dis- 
placements; and because many an hysterical woman has, 
consequently, been subjected unfortunately to a purely uter- 
ine treatment, when it should have been a moral one, or a 
constitutional one, or, at the most, an ovarian one. ‘The 
paramount influence of the unseen ovaries over body and 
mind is too much overlooked. With much truth it has been 
said, that anatomically we may speak of the ‘‘womb and its 
appendages,’’ but that physiologically the womb is really an 
appendage of the ovaries.* ‘True, the contiguity of these 
structures, and their intimate nervous, vascular and func- 
tional kinship, make them so mutually dependent, that a 
disease in the one is very likely to beget some derangement 
in the other. But without committing myself to the doctrine 
that hysteria in woman is, primarily or secondarily, always 
an ovarian expression, I am sure that it is often present when 


* This is well illustrated by Kceberle’s case, in which after the womb 
above its cervix had been removed the woman became pregnant, and per- 
ished from a necessarily extra-uterine foetation. 


Ps 


168 ANTEVERSION AND ANTEFLEXION OF THE WOMB. 


no lesions whatever can be discovered in the uterus proper. 
Hysteria is pre-eminently a disease of the unmarried, of the 
newly-married, and of the sterile. But, since in them the 
womb is naturally anteflexed and anteverted, so this physio- 
logical condition is liable to be mistaken for a pathological 
one, and to be treated accordingly—that is to say, maltreated. 
The diagnosis is, therefore, not always clear; but, when dys- 
menorrhcea is present and has existed from puberty, when the 
womb is markedly tender or is congested, or it exhibits other 
unmistakable objective evidences of disease; when, in addi- 
tion, the marriage is an unfruitful one, then may the hysteri- 
cal and other subjective symptoms be intelligently referred 
to the uterus proper as the primal cause. Yet my experience 
would lead me to say that very few cases of forward displace- 
ment of the womb need any local treatment whatever, be- 
cause the uterine symptoms are usually mere mimicries, set 
up by the irritable spine of nerve-exhaustion. 

Since typical examples of pure anteflexion alone, or of pure 
anteversion alone, are rarely to be met with, the one lesion 
usually blending with the other, the same kind of treatment 
for each will often answer. By the same means as were de- 
scribed for cases of retroversion and of retroflexion, the utero- 
vesical folds of the peritoneum must be gently stretched out, 
but of course in an opposite direction, and the womb, when 
bent, straightened out. ‘This should rarely be done oftener 
than twice a week; in the meantime anodyne vaginal sup- 
positories at bed-time will usually be very grateful. At each 
visit topical remedies will also be generally called for. Since, 
as has been remarked, these forms of displacement more 
commonly occur in unmarried or in sterile women, the cer- 
vical canal is often tortuous and contracted. Tents of sponge, 
or of laminaria, or of slippery-elm bark, have, therefore, been 
used as auxiliaries to the treatment. This method of cure, 
however, being tedious and unsatisfactory, I have lately, with 
great success, been treating these cases by forcible dilatation 
—an operation which will shortly be described. 


The treatment of this class of displacements by pessaries, is 
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by no means so satisfactory as in the former class. No two 
cases can in this respect be treated exactly alike. The diffi- 
culty lies in the construction of an instrument that shall lift 
up the body of the womb by pressure made in front of the 
cervix, without irritating the bladder, through which the 
support must be communicaied. By pushing the cervix for- 
ward, the Hodge pessary will sometimes, in pure cases of 
anteversion, tilt the fundus backward off from the bladder. 
Sometimes in anteflexions, by sharing with the bladder the 
weight of a congested womb, it will alleviate the vesical dis- 
tress. Again, this instrument, in conjunction with an ab- 
bominal brace, will at times give much comfort. Occasionally, 
if introduced wrong end foremost, the small curve behind the 
cervix and the ieee one in front, the womb will be raised ae 
and much relief ined. 

In a few selected cases, Thomas’s anteversion pessary will 
act well; but in the majority it cannot be borne. It has, 
Aes served me some very good turns, and I there- 
fore give a cut of it (Fig. 52). It is pectic a Smith pes- 
sary armed posteriorly with a movable bow, which is added 


FIG. 52. 
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to make pressure upon the fundus uteri. In its introduction 
and removal some degree of knack is needed. After being 
closed, it is introduced and lodged behind the cervix, just 
like a Hodge pessary. Then, by insinuating the index finger 
between the bow and the pessary proper, the former is prized 
up and swung forward. Since, in the removal, the bow flaps 
back on the posterior bar (B) and tightly pinches the cervix, 


170 ANTEVERSION AND ANTEFLEXION OF THE WOMB. 


the latter must be pushed upward out of this grip by means 
of the index finger. This sleight of hand should be taught 
to the patient, so that she herself may be able to remove the 
pessary, or to explain the method of its removal to a phy- 
sician ignorant of its peculiar construction. Otherwise, he 
will tug away in vain at its anterior bar (A), and be at his 
wits’ end to know how to get it out of the vagina. 

The ordinary globe- and ring-pessaries will occasionally 
answer when other measures fail. Graily Hewitt’s modifica- 
tion of the Hodge pessary has, in my hands, occasionally 
given great comfort after the failure of every other kind of 
pessary (Fig. 53). It is, however, like its fellows, adapted 
only to single and isolated cases, such as cannot be deter- 
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mined beforehand. Of all extra-uterine pessaries, excepting 
the Hodge, I have, in the long run, found the inflated ring- 
pessary to be the best. This soft-rubber air-cushion can 
generally be well borne, while, by the admission of the cervix 
into the opening in its centre, the fundus is tilted off from 
the bladder. This pessary has, however, three grave faults. 
it over-distends the vagina; it soon becomes useless by col- 
lapsing; it is very liable to generate offensive discharges, 
Yet, in spite of these objections, I am sometimes driven to its 
provisional use, while resorting to such measures as are cal- 
culated to relieve the congestion—for after all this is the 
marrow of a successful treatment. 
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I have been much pleased with the simple but very ingen- 
ious pessary devised by Dr. E. C. Gehrung, of St. Louis. It 
is a Hodge pessary doubled over, and it meets the indications 
very well. Fig. 54 represents this pessary, and Fig. 55 shows 
its action. As the width of this pessary makes it need a 
special mode of introduction—one very analogous to that of 
the old-fashioned unclosed lever pessary—I shall quote Dr. 
Gehrung’s description of it: ‘‘Place the pessary on a table, 
the superior (convex) arch S below, the inferior (concave) I 
above, the curves R and L, pointing toward you. Then take 
hold of curve L, now presenting to your right, with the right 
hand, and insert curve R into the vagina to the right of the 
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patient, until three-fourths of the instrument are buried 
within. Now make it turn on point R, as on a pivot, by 
pushing curve L, toward the fourchette and the left side of 
the patient, so that at the same time that curve L, slips into 
the vagina, the arch S will turn upward under the body of 
the womb, and the arch I downward tothe os pubis. This 
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being accomplished, the womb will turn to the normal axis; 
if it should fail to do so, use the pessary as a repositor by 
pressing the arch I upward.” 

In no other class of flexions will the intra-uterine stem-pes- 
sary do more good than in this, and when other means fail it 
should be resorted to. Since, however, the subject is an im- 
portant one, and since, also, a stem-pessary can benefit other 
kinds of flexion as well, its consideration will be reserved for 
a special lesson. Under the heading of Rapzd Dilatation of 
the Cervical Canal, I purpose also to give an additional 
method of treating this stubborn class of flexions, which will, 
in the great majority of cases, yield the very best results. 


DLBSSON) SLY’. 


ON THE USE OF THE CLOSED LEVER-PESSARY, AND OF 
THE INTRA-UTERINE STEM-PESSARY. 


THE CLOSED LEVER-PESSARY. 


AKE it all in all, the very best pessary yet devised is 
Hodge’s closed lever-pessary, or such a modification of it 
as Smith’s (Fig. 46). I find however that the large majority 
of practitioners resort either to the occasional use of the cup- 
and-stem pessary, which must necessarily increase any kind 
of flexion of the womb, or to the routine use of that most 
illogical instrument, the ring-pessary. The reason of this is, 
that none of the text-books of the day describe the mechanism 
of the action of the lever-pessary, or the mode of its introduc- 
tion. I shall, therefore, enlarge upon the subject of this pes- 
sary in words supplemental to those of previous lessons. 
When properly adjusted, one end of this pessary rests upon 
the anterior wall of the vagina, the other impinges upon the 
upper part of the posterior wall, behind the cervix. So placed, 
it is in constant motion, responding to every movement of the 
diaphragm, and, indeed, to every movement of the body, just 
as the womb responds when in a state of health. 
As its name indicates, this pessary acts on the principle of 
a lever, but the mechanism of its action is two-fold. By 
stretching the vagina upward and backward, it draws the 
cervix in the same direction. "The womb then turns on its 
central point of ligamentous attachment, as on a fixed pivot, 
and the fundus is consequently tilted forward. The womb 
itself thus becomes a lever, of which its point of attachment 
to the bladder is the fulcrum. ‘The power is applied to the 
cervix, and the fundus becomes the weight, or resistance. 
This action remedies retroversions, but not retroflexious un- 
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less complicated with retroversion—as they usually are. 
Then again the pessary itself acts as a lever. The anterior 
vaginal wall, with the visceral pressure above it, now becomes 
the power applied to the lower limb, or ‘‘long arm,’’ of the 
lever; the posterior vaginal wall is the fulcrum, or support, 
and the upper limb, or ‘‘short arm,’’ lying behind the cervix, 
directly pushes up the weight, or fundus uteri. This action 
tends to remedy both retroflexion and retroversion. 

For instance: during the act of inspiration, the descending 
diaphragm crowds down the abdominal viscera upon the 
bladder, to which are attached the cervix uteri and the an- 
terior wall of the vagina. These organs, therefore, descend. 
As a result, the lower, or fore end of the lever is necessarily 
pushed down by the descending ‘anterior wall of the vagina 
on which it rests; while its upper, or hind end, proportionally 
Tises up and tilts forward the retroverted or the retroflexed 
fundus. In expiration the reverse takes place. The pres- 
sure is, therefore, not a steady one, but a gentle rocking one, 
which is the most efficient of all. It is also the one least 
liable to inflict injury upon the soft parts, because the points 
of pressure are varying ones. But to attain these ends, the 
pessary must be mobile, and rarely so large as to put the 
vagina on the stretch; otherwise, it loses its distinctive char- 
acter of a lever, and degenerates into an ordinary ring-pes- 
sary. It should, further, impinge on the soft parts only, and 
take no bearing on the solid structures of the pelvis. Here 
I wish to modify a too-sweeping statement made in my last 
lesson, that its ‘‘anterior bar plants itself firmly against the 
posterior surface of the pubic symphysis, or against the angle 
formed by the converging rami of the pubic bones.’’ ‘True, 
this is liable to happen when the Hodge pessary is too large, 
or the curve faulty, or the womb too heavy; and on this ac- 
‘count, as well as for others there indicated, I much prefer 
Smith’s modification. But such a firm basis of support was 
not intended by the inventor, and his pessary, as well as the 
Smith’s pessary, always acts best when the lower bar presses 
upon the soft and yielding anterior wall of the vagina (Fig. 
56) instead of upon the pubic bones. 


THE CLOSED LEVER-PESSARY. 175 


Both the Hodge and the Smith pessary have two curves, a 
small one and a large one, making the instrument resemble 
somewhat the letter S.: But in the latter the small curve is 
sharper than that of the Hodge pessary; and, on this account, 
the large curve is the one which must always be introduced 
first, and its end placed behind the cervix of the womb. This 
rule generally holds good also with the Hodge pessary, but 
there are certain exceptions. Thus, if in retroversions or in re- 
troflexions the fundus of the womb is too sensitive to stand the 
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greater pressure of the large curve; if the vagina is short and 
rigid, or the womb not very movable; the Hodge pessary may 
be reversed, and the small curve placed temporarily behind 
the cervix, until these difficulties are overcome. This plan 
may also be tried whenever the cervix does not project into 
the vagina, but is flush with the posterior vaginal wall; and 
whenever an anteflexion, an anteversion, or a prolapse of the 
womb, is not relieved by the introduction of the large curve 
first. 

For the guidance of those of you who have never used the 
lever pessary, I subjoin the following general rules: | 

1. The uterine, or upper end, must always lodge dehend 
the cervix uteri. 

2. Always in the Smith pessary, and wswadly in the Hodge 
pessary, the uterine end is the one which has the large curve. 
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3. The concavity of the large curve must always look 
toward the anterior wall of the vagina, and the convexity 
rest upon its posterior wall. 

4. When zz sztuz, the pessary should fit so loosely as to be 
freely movable, and to admit the finger very easily between 
its anterior bar and the pubic symphysis. 

5. In retroflexions the pessary must be long enough to 
span the angle of flexure in the womb, and to press on the 
uterine body above the angle; otherwise, the bent womb 
straddles the pessary and the flexion becomes worse. 

6. After the introduction of a pessary, the womb must 
always be put tnto tts proper position, either by the sound, or 
by double palpation—viz., by a finger of the left hand in the 
vagina pushing the cervix backward, and by the fingers of 
the right hand hooking the fundus upward and forward, 
through the wall of the abdomen. From not observing this 
rule many physicians do more harm than good with pessaries. 

7. If the womb does not stay in its proper position, but 
falls back, the pessary is either not long enough, or not 
curved enough, and it must be changed until a suitable one 
has been found. 

The introduction of the lever pessary can be readily effected, 
by a practiced hand, in any posture the woman inay assume. 
But the following method is perhaps the best: The woman 
lies on her back across the bed, as near to the edge as possi- 
ble, and with her knees drawn up. The physician passes 
the fore- and the middle finger of his left hand just inside the 
vulva, slightly separates them, and at the same time gently 
presses the perineum downward. ‘The tips of the fingers of 
the right hand so hold the pessary that the concavity of its 
large curve looks towards the woman’s left thigh; in othe1 
words, with the free end of the pessary in a line with the vul- 
var opening. ‘This end of the pessary is then to be slipped in 
between the fingers of the left hand, which are now removed, 
and the whole instrument made to enter the vagina by a firm 
downward pressure on the perineum. While it is entering 
and not yet wholly within, the guiding fingers of the right 
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hand turn it half round on its long axis, so as to make the 
concavity of its large curve look directly upward toward the 
anterior wall of the vagina. ‘The pessary will now be found 
quite immovable, and with its upper bar pressing firmly on 
the front of the cervix. This position gives more or less pain 
to the woman, and the physician, therefore, hastens to intro- 
duce the index finger of his left hand through the loop, or 
opening, of the pessary, and hook down, or press down, the 
upper bar until it slips over the cervix into the cz/-de-sac be- 
hind. In order to facilitate this last manceuvre, I often lift 
the lower bar of the pessary upward with the fingers of the 
right hand, and depress the upper bar by downward pressure, 
with the index finger of the left hand. But this is more 
easily understood by a practical demonstration on the living 
subject, than by any verbal or any written description. 
Finally, to verify the accuracy of the adjustment, the finger 
should not be withdrawn from the vagina, until it has felt 
the cervix projecting through the loop of the pessary, and 
looking towards the sacrum, while the fundus looks forward 
and rests upon the bladder. 

No properly fitting lever pinches; but, like any other pes- 
sary, it ought to be occasionally removed, and the vagina ex- 
amined for abrasions. ‘he most common site of an abra- 
sion is at the junction of the cervix with the posterior wall of 
the vagina; then usually there is an acrid and offensive dis- 
charge. For purposes of cleanliness, the patient should 
be instructed to use a daily vaginal injection of tepid water. 
She should be told also to report to her physician whenever 
a sense of uneasiness is felt, or any unusual discharge takes 
place. 

To remove the pessary the fore-finger is hooked loosely 
over the lower bar, and traction gently made, at first back- 
ward, and afterward in the direction which the lever will of 
itself take. It then usually rotates spontaneously on its long 
axis, and comes out edgewise in the curve of the outlet. 

I2 
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THE INTRA-UTERINE STEM-PESSARY. 


An intra-uterine stem-pessary is a splint which must per- 
force straighten out the flexion, whether a backward or a for- 
ward one. But the endometrium often resents the intrusion 
of such a foreign body, and some hazard attends its use. 
Some years ago I wrote a series of articles for the Medical 
and Surgical Reporter, of Philadelphia, in which I termed 
this instrument a good one, a very good one—/¢o watch. I 
had then just passed through an unpleasant experience with 
it in two cases—an experience which was not at all reassur- 
ing. In one case, after the introduction of Wright’s bifurca- 
ting metallic stem, my patient suffered much pain for several 
hours, before I could be fetched to remove it. A smart, but 
luckily manageable attack of perimetritis followed. In the 
other case, the lady passed through unspeakable agony before 
I could reach her bedside. Fortunately nothing more than 
an ephemeral pelvic soreness ensued. With this unhappy 
experience fresh on my mind, I was led to condemn, in these 
articles, the use of the intra-uterine stem. But, since then, a 
riper experience has taught mea good deal about this pes- 
sary, and has wholly changed my views with regard to its use. 
I now hold that there are certain stubborn cases of anteflex- 
ion, and, for the matter of that, of retroflexion too, which 
can be satisfactorily treated in no other way than by this 
stem. Not a month now passes without finding one or more 
of my patients under its use. So changed, indeed, are my 
views on this point that, in a discussion on this instrument 
at one of the meetings of the American Gynecological So- 
ciety, held in Boston, I stated that I had left two unmarried 
ladies in Philadelphia each wearing this kind of pessary. I 
now, however, take certain precautions which I did not take 
before—precautions which close observation has taught me 
are needful, and which give me far greater confidence. 

In the first place, I have pretty much discarded all metallic 
stems, except the galvanic ones for special purposes apart 
from flexion, and I use either a smooth glass, or a smooth 
hard rubber stem (Fig. 57), or the split rubber one (Fig. 58), 
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such as Chambers has devised, taking good care that the 
spring of its limbs is feeble. Secondly, I never introduce one 
in my Office, but always at the home of the patient. Thirdly, 
the stem must measure one-quarter of an inch less than the 
uterine cavity. If this rule be not observed, a misstep, the 
succussions of coition, or, as I have seen it in one instance, 
the act of lacing a boot, may bring the fundus into violent 
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contact with the point or the points of the stem, and cause 
much pain, and perhaps mischief. On the other hand, if the 
stem be too short, the fundus may be violently bent over its 
tip. Fourthly, at my first visit I invariably pass a loop of 
stout thread through the button of the stem, by which the 
woman herself can withdraw the pessary; and she gets orders 
to do so, whenever the pain produced by the introduction, 
instead of lulling, goes on from bad to worse. As soon as the 
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womb has become tolerant of the foreign body, the loop is cut 
and the thread removed, for by this time it will have become 
somewhat fetid. Since observing these rules of guidance, I 
have not had any bad results from the use of this instrument. 
Yet I frankly confess to feeling more or less anxious until the 
first week is passed, and I always feel relieved whenever the 
stem has been removed for good. 
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There is one objection to its use in married women, and 
that is the sterility which it usually enforces. I have, how- 
ever, met with one marked exception to the rule: A lady, 
afflicted with very severe dysmenorrhcea from an acute ante- 
flexion, had been married three years without conceiving. 
At the request of her physician, I forcibly dilated the cervical 
canal, under ether. This did her good, but it did not cure 
her sterility, nor free her wholly from dysmenorrheea; and I 
now recommended Chambers’s stem. It was introduced with 
the understanding that moderate sexual intercourse might be 
indulged in, provided no soreness were thereby induced. 
Very shortly afterwards, while still wearing the stem, she 
missed a monthly period, and evidently became pregnant. 
The very interesting question now came up: what was to be 
done with the pessary? We were afraid to leave it in longer, 
lest it might interfere with the development of the ovum. 
On the other hand, we feared to take it out, lest the diverging 
_arms of the stem might scrape away the yet small ovum, or 
that the suddenly returning flexion might dislodge it. We 
finally decided on the latter course, and removed the pessary 
without interfering with the gestation, which steadily went 
on for a few weeks longer, and then unfortunately ended in a 
miscarriage. "This case was deemed by me unique, until I 
found that Routh had ‘‘known of two cases where concep- 
tion did occur while the stem was in utero, and pregnancy 
went on to the full period.’’ He adds, however, the remark- 
able statement, that they are habitually worn in England by 
ladies of rank and fashion to prevent conception. * 

In restricting the use of the intra-uterine stem to cases of 
forward uterine flexion alone, some authors seem to me too 
exclusive. I habitually use them in those cases—fortunately 
not the rule—of retroflexion, in which the body of the womb, 
by the congestion of impeded venous circulation, is too tender 
to bear the pressure of even the air-cushion. ‘The introduc- 
tion of the stem—and the split stem is here the only one 
which will stay in—by straightening out the bend, furthers 
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the return-current of blood, relieves the congestion, and pre- 
pares the womb for the ordinary vaginal pessary. Conjoined 
with the stem in these cases, the Smith pessary will often be 
needed to lift up the fundus of the now retroverted womb. 

Since the introduction of a stem-pessary is sometimes no 
easy matter, a word or two on this point may not come amiss. 
I find that this difficulty can very generally be overcome by 
the preliminary use of the uterine dilator. When, however, 
the cervix is very crooked, or the uterine angle is an acute one, 
the dilatation will fail in its object, and I then resort to the 
following manceuvre: First, bend the tip of the uterine sound 
into a short curve, but yet sufficiently sharp to pass the os 
internum, while the fore-lip of the cervix is held fixed by a 
tenaculum. Now, when the tip of the sound touches the 
fundus, its curved portion will have cleared the os internum 
and lie above it, and the cervical canal will therefore be oc- 
cupied by the straight portion of the sound, and will, of 
course, be proportionately straightened out. A straight 
surgeon’s probe can now be made to enter the uterine cavity, 
and, as it passes the os internum, the sound is withdrawn. 
Along this probe, as a guide, one can now readily slide in the 
stem. 

Stem-pessaries usually irritate the endometrium more or 
less, and they, therefore, cannot as a rule be kept in for any 
great length of time. ‘This irritation is of value in reducing 
the size of a sub-involuted or of an otherwise enlarged womb. 
But it also tends to produce leucorrhcea or menorrhagia, and 
may on that account compel the discontinuance of this mode 
of treatment. By the irritation which they are liable to ex- 
cite, stems, and especially the galvanic ones which are made 
of copper and tipped with zinc, will often be found useful in 
amenorrhcea. 
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HERE are a number of other pessaries to which some 
reference should be made, as they occasionally come into 
play. Of those with an external, or extra-vaginal, base of 
support, the best are Cutter’s Retroversion Pessary (Fig. 59), 
and the Thomas-Cutter Pessary (Fig. 60). 


FIG. 59. Fic. 60. 


CUTTER’S RETROVERSION PESSARY. THE THOMAS-CUTTER PESSARY. 


They are kept in position by a perineum strap, which is 
buckled to a waist-band, and they act by restoring the pos- 
terior vaginal wall to its natural length, and by lifting up the 
dislocated fundus. By the shortening or by the lengthening 
of the perineum strap which sustains them, the pressure on a 
tender womb or on a prolapsed ovary can be graduated. 
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They have also the further merit of being removable and re- 
placeable by the woman herself. As a set-off, their presence 
is a constant course of annoyance, and they are liable to chafe 
the perineum. ‘They should, therefore, as a rule, not be re- 
sorted to until intra-vaginal pessaries have failed. 


Fic. 61. 
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GODDARD’S RING-AND-STEM PESSARY. 


Fic. 62. FIG. 63. 


CUTTER’S RING-AND-STEM PESSARY. JAMES’S CUP-AND-STEM PESSARY. 


Next in rank come the Ring-and-Stem pessaries and the 
Cup-and-Stem pessaries. ‘The instruments are so stiff, so un- 
wieldy, and so expensive, that it is a comfort to know that 
they are rarely needed. They are useful in those conditions 
in which there exists a complete prolapse of the womb and 
vagina, together with an absence of the vaginal portion of 
the cervix—cases in which, the vagina being flush with the 
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os externum, the ring pessary or the closed-lever pessary can- 
not be kept behind the cervix. They also come into play 
when the perineum has been torn, or the vagina is so relaxed 
that no other kind of pessary can be retained. Again, in the 
early stages of prolapse from hypertrophic elongation of the 
supra-vaginal cervix, they will keep the womb up better than 
any other instrument. On the other hand, in retroflexion 
and in anteflexion they do much harm, for by pushing up the 
cervix of the retort-shaped womb without supporting the 
bent fundus, they increase the flexion. Yet, for these very 
dislocations, they are very constantly being used, or rather 
misabused. 

The best Ring- and Stem-pessaries are Goddard’s (Fig. 61), 
and Cutter’s (Fig. 62). Of the Cup- and Stem-pessaries 
James’s (Fig. 63) is perhaps the best. I must, however, own 
to knowing very little about these instruments, for it is an 
exceedingly rare thing for me to be driven to their use. 


Fic. 64. 


SPOONER’S PESSARY. 


Dr. Spooner, of this city, has devised a hybrid pessary—a 
Meigs’s ring with a handle to it—of which I can speak more 
intelligently. When the woman can bear the pressure of it, 
it can be relied on to keep up the prolapsing womb and vagina 
(Fig. 64); but it needs constant watching, as the arched por- 
tion is very liable to chafe the posterior wall of the vagina. 

When everything else fails, a large wad of oakum makes 
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an excellent substitute for a pessary. With it I have a 
limited experience, but enough to add my recommendation 
to that of some excellent British physicians. It keeps much 
sweeter than cotton, is far more elastic, and shores up the 
womb better. 

On account of their short life and very bad smell, all soft- 
rubber pessaries should be deemed merely make-shifts. ‘They 
are to be looked upon simply as temporary expedients, to 
pave the way for such hard-rubber ones as cannot at first be 
borne. For this use they serve a good purpose. 

Since pessaries of soft metal can be bent into any shape, 
they are invaluable for irregular or for lateral displacements 
of the womb. When one of these pliable pessaries has been 
made, after successive trials, to fit, so to speak, the uterine 
corns and bunions, it can be used as a model for one made of 
silver or of hard rubber. 

Every kind of pessary needs watching, for it is liable to 
produce not only abrasions, but deep ulcerations of the 
vagina. ‘The site of these lesions is usually behind the cer- 
vix; but it also is found on the anterior wall of the vagina, 
just behind the symphysis pubis. Every pessary should, 
therefore, be taken out occasionally, so that the soft parts on 
which it rests can be examined. An elastic ring is more lia- 
ble to do harm than any other kind. Within the last four 
years I have twice been called upon to remove a Meigs’s ring, 
which had become imbedded in the soft parts. One ring, 
after being left in for two years, had sunk into a bed of 
granulations, which, overarching, had united to one another, 
and imprisoned the pessary for one-half of its circumference. 
It was removed by a bloody dissection. .The other having 
been untouched for five years, the mucous membrane had 
grown over about one-third of its circumference. A physi- 
cian had attempted its removal, but the hemorrhage proving 
alarming, he sent her to me. By cutting its free segment 
through with a pair of bone-forceps, I readily removed it; 
but the bleeding was free enough to need a tampon. 

Such marked ulcerations I have never seen caused by the 
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closed-lever pessary; but it often rubs off the epithelium be- 
hind the cervix, and therefore needs some watching. An 
abrasion usually gives warning by a peculiar reflex pain in the 
back of the head and in the nape of the neck. It should 
always be suspected whenever a pink or an irritating and of- 
fensive leucorrhcea shows itself. ‘To heal these abrasions it 
will be needful sometimes for the woman to go to bed, so as 
to take off the gravity-pressure of the womb. Sometimes it 
will be best either to remove the pessary for a few days, or to 
replace it by another with a different curve. 

To prevent these abrasions, and also to ease the pain often 
set up by the pessary on a tender or a heavy womb, I have 
found it a very good plan for the woman to assume several 
times a day the knee-breast posture, and to permit the air to 
enter the vagina by separating the labia. This will cause the 
belly and its contents to sag down, and will necessarily carry 
up the womb off from the pessary. To Dr. H. F. Campbell, 
of Georgia, are we indebted for this ‘‘ Pneumatic Self-replace- 
ment of the Uterus,’’ as he calls it, which I shall describe in 
a future lesson on prolapse of the ovaries, where it comes ad- 
mirably into play. Finally, let me add that, before introduc- 
ing any kind of vaginal pessary, it is good practice to put the 
woman in the knee-breast posture or in the semi-prone pos- 
ture, and admit air into the vagina. In this way the displaced 
womb will be replaced, and be the more ready to receive the 
support of the pessary. 


ABDOMINAL SUPPORTERS. 


Within a few years I have become convinced, that much 
advantage can be «gained from a judicious use of pelvic or 
abdominal braces as adjuvants to the treatment of uterine dis- 
orders. Alone, they may not cure, but they certainly will 
often palliate those symptoms which are referable to pressure 
upon the pelvic organs. They seem to me to be especially in- 
dicated whenever a pessary fails to reHeve the woman of the 
feeling that the lower portion of her abdomen needs an external 
support, a support which she instinctively seeks to give by 
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pressure with her hands. There certainly is, in my experi- 
ence, no surer way of getting a bed-ridden, hysterical woman 
on her feet again, than by their use. The moral effect of 
their adjustment is, in such cases, good; and by interposing 
a shelf upon which the abdominal viscera partly rest, they 
relieve a congested womb or an irritable ovary from undue 
pressure. The proprietary character of most of these instru- 
ments has very naturally prejudiced the minds of the profes- 
sion against them; but fas est ab hoste doceri. ‘The best ones 
are Hood’s Abdominal Supporter (Fig. 65), the London Ab- 
dominal Supporter (Fig. 66), and Fitch’s Abdominal Sup- 
porter (Fig. 67). 


FIG. 65. 
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The rationale of their action is briefly as follows: From the 
oblique inclination of the pelvis to the spinal column, which 
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is produced by the natural hollow in the back and by the 
more or less sigmoid shape of the spine, the axis of the trunk 
does not coincide with that of the pelvis. ‘The womb and 
the ovaries, therefore, lie in a measure under the shelter of 
the sacral promontory and of the lower lumbar vertebree. 
For the same reason, the sum of the weight of the supernatant 
abdominal viscera is spent upon the smooth surface of the 
pubic bones, and upon the adjacent abdominal wall, but not 
upon the womb, although it is the lowest of the pelvic 
organs. ‘The little pressure to which it is subjected is not in 
a vertical line, but in an oblique one. 

A displaced or a flexed womb may in itself give rise to no 
unpleasant symptoms whatever; but let it once take on a 
congested or an inflamed condition, and the weight of the 
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FircH’s ABDOMINAL SUPPORTER. 


abdominal viscera at once becomes oppressive. If now, pes- 
saries being found inadmissible, a suitable brace be put on, a 
portion of this load is taken off by its pad, which, by pressing 
the abdominal wall upward and inward toward the sacral 
promontory, forms a shelf upon which the viscera rest. Fur- 
ther, by this virtual shortening of the conjugate diameter of 
the superior strait, the space into which the viscera tend to 
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settle is lessened, and, consequently, the womb is to that ex- 
tent the more protected from sudden succussions. 

Again, whenever by the absorption of the fat-packing in 
the omentum and in the abdominal walls, by the general 
decrepitude of old age, or by the muscular debility of ill- 
health, the retentive power of the abdomen is lost, the 
woman’s figure often becomes greatly changed. Her spine 
now loses its double curve and becomes bow-shaped; her 
shoulders droop, her chest bends forward, she stoops; the 
pelvis, departing from its obliquity, becomes more nearly at 
aright angle to the spine; and the axis of the upper strait, 
instead of striking a point in the linea alba below the umbili- 
cus, tends now to coincide with that of the trunk. Asa con- 
sequence the intestines crowd down into the pelvic cavity, 
and the sum of their weight now converges, not upon the 
pubic bones and their adjacent abdominal muscles, but 
directly and vertically upon the nicely-poised reproductive 
organs. But since the womb and the ovaries were never in- 
tended by nature to be the Atlas of the abdominal organs, the 
one resents the burden, and the other bends and sinks under 
it. A pessary, by shoring up the womb, gives some relief, 
but common sense points clearly to the necessity of bringing 
back the erect carriage, of restoring the sigmoid curve to the 
spine, and of swinging the pelvis back into its oblique po- 
sition. ‘To meet these indications a brace is needed, one 
which is both abdominal and spinal. 

Guided by these hints, I feel sure that some of you will be 
able to get once more‘upon her feet a patient who has been 
doomed by her friends to a bed-ridden life, on account of 
some supposed spinal affection. For let me here remark that, 
since most women in delicate health exhibit one or two very 
tender spots in the spine, difficult locomotion dependent upon 
uterine or ovarian trouble, or upon nerve-prostration, is very 
liable to be mistaken for ‘‘spinal irritation”? or for ‘‘spinal 
inflammation.”’ 


LESSON XVL 


DILATATION OF THE CERVICAL CANAL, 


RAPID DILATATION FOR THE TREATMENT OF PAINFUL 
MENSTRUATION AND STERILITY FROM FLEXION; 
SLOW DILATATION BY TENTS. 


GENTLEMEN: While our patient is getting her ether in the 
waiting-room, let me give you her history. It is a history 
which will soon be to you as familiar as household words, 
whether you practice in cities or at cross-roads. She is a 
young woman who has been married eight years; but she has 
never conceived, and since puberty has suffered from very 
painful menstruation. Since her marriage, her periods, as is 
usual in such cases, have been getting more and more pain- 
ful. At present, not only are they unbearable, needing 
large doses of opium, but she is yearning to become a 
mother. 

Now, what lesions shall we probably discover in this case? 
Ten to one, a womb bent forward on itself, and a narrow 
uterine canal. True, the displacement may turn out to be a 
retroflexion, but this is a lesion almost peculiar to the child- 
bearing womb, while anteflexion is the natural condition of 
the nulliparous womb. Here, let me disabuse your minds 
of a prevalent error, viz., that anteflexion in itself is a patho- 
logical condition. Many text-books speak of this flexion asa 
lesion, and exhibit many forms of pessaries devised to rectify 
this so-called displacement. But in the great majority of 
cases neither anteflexion, nor, for the matter of that, antever- 
sion, is pathalogical. In almost every unmarried or every 
barren woman you will find the womb either bent forward or 
tilted forward, and resting on the bladder; for this in varying 
degrees is its natural position. ‘The mistake made, is in attri- 
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buting to this natural position of the womb the various forms 
of pelvic trouble, especially that of irritability of the bladder, 
to which women are so liable. But the kinship between the 
brain and bladder is a remarkably close one. ‘This has lately 
been studied by two Italian physiologists, Mosso and Pella- 
cani, who go so far as to contend that ‘‘every mental act in 
man is accompanied by a contraction of the bladder.’? ‘The 
irritability of the bladder is then one of the first symptoms of 
loss of nerve control. Every body is liable to it. You, on 
examination day, will be annoyed by it. Many a lawyer be- 
fore pleading an important case, and many a clergyman just 
before delivering a discourse, is compelled from sheer ner- 
vousness to empty the bladder. So it is with the lower 
animals, which, when frightened, micturate involuntarily. A 
nervous bladder is then one of the earliest phenomena of 
nervousness. Now, a hysterical girl, or a woman whose 
nervous system has collapsed under the strain of domestic 
cares, consults a physician for such symptoms of nerve-pros- 
tration as wakefulness, utter weariness, a bearing down feel- 
ing, backache, and perhaps, above all, an irritable bladder. 
Upon making a digital examination, he usually finds the 
fundus of the womb resting on the bladder, and at once 
jumps to the conclusion that the whole trouble is due to the 
pressure of the womb on the bladder, viz., to the existing an- 
teflexion or to the anteversion, as the case may be. He now 
makes local applications,and racks his brain to adapt or to 
devise some pessary capable of overcoming the supposed diffi- 
culty, forgetting that the upward, or shoring, pressure of the 
pessary on the bladder must be greater than the correspond- 
ing downward, or gravity, pressure of the womb. ‘There is, 
in fact, no pessary but the dangerous stem-pessary which can 
meet the end without pressing upon a fold, or double thick- 
ness, of the bladder. But, very fortunately, anteflexion is 
not often pathological. It is certainly not pathological in the 
foregoing instances; for the symptoms, especially the vesical 
ones, are not due to the pressure of the womb upon the blad- 
der, but to sheer nervousness, or nerve-prostration, which is 
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the entity to be treated, and not the womb. ‘There are ex- 
ceptions to this rule, but not many; for instance, a womb, 
heavy from subinvolution or from the presence of a fibroid, 
may make uncomfortable pressure upon the bladder. 

If anteflexion is the natural position and condition of the 
womb, when is it pathological? It is pathological whenever 
it is the cause of dysmenorrheea or of sterility. Usually dys- 
menorrhoea and sterility are associated, but occasionally the 
latter is the only symptom; for it is evident that the crooked 
womb can more readily expel fluid contained within it, than 
admit a fluid outside of it. ‘The phenomena of a typical case 
of dysmenorrhcea from anteflexion or from retroflexion, are as 
follows: At the outset of menstruation,.the first few drops are 
somewhat painful. The pain then increases in severity until, 
reaching itsacme, aslight gush of menstrual fluid takes place, 
followed by a lull in the sufferings. The pain then gradually 
increases until it culminates in another gush. The meaning 
of this is, that the bend in the womb imprisons the menstrual 
fluid, which goes on collecting in the cavity until the swell- 
ing up of the womb straightens out the bent portion, dilates 
the narrow canal, and allows the pent-up contents to escape, 
—just as the coils of a hose first swell and then straighten out 
before the water can flow through them. Relief from pain 
lasts until .the fluid begins again to collect. ‘This is called 
stenosis from angulation. 

Sometimes a girl has little or no pain at her menstrual 
periods: she marries, does not conceive, and by and by dys- 
menorrhoea sets in, which goes on increasing. What is the 
explanation of this? It means that the flexed canal of the 
womb was originally just large enough to permit the slow 
escape of the menstrual fluid; but that the congestions from 
sexual intercourse have caused a thickening of the lining 
membrane of this canal, which has narrowed its calibre. 
Then again, the uterine efforts to force out the pent-up fluid 
catrse the various tissues of the womb to take on hypertrophy. 
We see this also in unmarried women, the dysmenorrheea in- 
creasing with their age. Nature intends that the periodical 
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congestions of the womb should be interrupted by pregnancy 
and lactation; and without those interruptions the mucous 
lining of the womb is liable to thicken, and by its thickness 
to narrow the canal. If then to these menstrual congestions 
be added the sexual congestions of marriage, this hypertrophy 
is greatly increased, and the barren wife suffers more than 
the old maid. 

But here comes our patient. Let me examine her. Sure 
enough, she has an anteflexion, for through the anterior wall 
of the vagina I feel the body of the womb resting upon the 
bladder. The cervix is long and conical, the os externum 
very small. 

I pass the sound. It stops, as you see, at the internal os, 
—viz., at the beginning of the bend,—and I cannot coax it 
in any further. By introducing the speculum, and straight- 
ening the womb by traction made with a tenaculum, the 
sound now goes in, but even yet with difficulty. It gives a 
measurement of nearly three and a half inches, which is a 
large measurement for a young woman who has not borne 
any children. This hypertrophy is owing partly to such re- 
peated congestions as I have just described, and partly to the 
muscular efforts made by the womb to extrude not only the 
menstrual fluid but its mucous secretions. 

Now, what is the remedy for this condition? For a num- 
ber of years the operation mo&t in vogue was the cutting, or 
bloody operation of Sims. By it the canal is enlarged by in- 
cisions. But the objections to this plan are: that it is a dan- 
gerous operation, having caused the death of many patients 
through peritonitis; that it is not a very successful operation, 
as the incisions are liable to heal up and the dysmenorrhcea 
to return; and, finally, that it always deforms the cervix, and 
sometimes causes lesions analogous to those resulting from a 
natural laceration during labor. I shall not, therefore, bur- 
den you with the details of this operation, which fortunately 
is falling into disuse. Then again, the cervix is, at the 
present day, often dilated by tents or by graduated bougies; 
but the former is dangerous, and both are painful, tedious, 
and unsatisfactory. 
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The operation which I can recommend to you most highly, 
and one which I shall now perform on our patient, is that of 
forcible dilatation. The instruments which I use are two 
modified Ellinger dilators of different sizes, made under my 
supervision by Messrs. J. H. Gemrig & Son, of this city. 
Ellinger’s model is the best, on account of the parallel action 
of the blades, which dilates the whole track of the canal uni- 
formly. ‘The smaller of these dilators has slender blades (Fig. * 
68), and it pilots the way for the other, which is more power- 
ful, having blades that do not feather. The lighter instru- 
ment needs only a ratchet in the handles, but the stronger 
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ELLINGER’S SLENDER DILATOR. 


one should have a screw by which the handles are brought 
together. Lest the beak should hit the fundus uteri and 
seriously injure it when these instruments are opened, their 
blades are made no longer than two inches, and are armed 
with a shoulder which prevents further penetration. ‘The 
larger instrument opens to an outside width of one and 
a half inches, and its blades are roughened, or corrugated, by 
shallow grooves in order to keep them from slipping out. 
This dilator has also a graduated arc in the handles by which 
the divergence of the blades can be read off (Fig. 69). 

In a case of dysmenorrhcea, or in one of sterility from 
flexion or from stenosis, as in the woman before us, my mode 
of performing the operation of dilatation is as follows: The 
patient is thoroughly anesthetized, and a suppository con- 
taining one grain of aqueous extract of opium is slipped into 
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the rectum. She is then turned on her back, and drawn to 
the edge of the bed, each knee being supported by an as- 
sistant. The light must be good, so that the operator can 
see what he is about. My bivalve speculum being now intro- 
duced, the vagina is well swabbed out with a five per cent. 


FIG. 69. 


GOODELL’S POWFRFUI, DILATOR. 


solution of carbolic acid. A 1:2000solution of corrosive sub- 
limate would probably be a better germicide, but it tarnishes 
the speculum too much. By the aid of a strong uterine 
tenaculum, the cervix is steadied and the smaller dilator is 
introduced as far as it will go. Upon gently stretching open 
that portion of the canal which it occupies, the stricture 
above so yields that, when the instrument is closed, it can be 
made to pass up higher. Thus by repetitions of this ma- 
noeuvre, little by little, in a few minutes’ time a cervical 
canal is tunnelled out which before could not admit the finest 
probe. Should the os externum be a mere pinhole, or it be 
too small to admit the beak of the dilator, it is enlarged by 
the closed biades of a pair of straight scissors, which are in- 
troduced with a boring motion. As soon as the cavity of the 
womb is gained, the handles are gradually brought together, 
and allowed te stay so for one or two minutes. The small 
dilator being now withdrawn, the larger one is introduced 
and the handles are then slowly screwed toward one another, 
about fifteen minutes being usually needed for full dilatation. 
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If the flexion be very marked, this instrument, before full 
dilatation of the cervix, is withdrawn, and reintroduced with 
its curve reversed to that of the flexion, and the final dilata- 
tion then made. But in doing this the operator must take good 
care not to rotate the womb on its axis, and not to mistake 
the twist for a reversal of flexion. The ether is now withheld, 
the speculum filled with the solution of carbolic acid, and the 
dilator kept 27 szt#u some ten minutes, when it is closed, re- 
moved, and a ten-grain iodoform suppository placed in the 
vagina. Occasionally a slight flow of blood will last for sev- 
eral days.after the operation, simulating the menstrual flux. 
Often the flux is precipitated or it is renewed, if the operation 
follows or precedes it too soon. ‘The best time for dilatation 
is, therefore, midway between two monthly periods. Were 
the case before us a retroflexion, I should, after the dilatation, 
put ina pessary long enough to span the angle of flexure. 
This never fails to straighten out the womb, and in time to 
restore it. 

Although this operation looks like rough work when com- 
pared with the neat, but most dangerous cutting one, our 
patient will probably need not more than two opium suppos- 
itories, and she will complain merely of soreness for one or 
two days. ‘To forestall any tendency to metritis, she will be 
kept in bed until all tenderness has disappeared. Pain will 
be met by rectal suppositories of opium, and by large poul- 
tices laid over the abdomen. From this operation I have 
seen only slight pelvic disturbance, but it has always been 
readily controlled and has not given alarm. In one case of 
dilatation complicated by a fibroid of the womb, a uterine 
colic lasted for several days, but it was finally subdued by 
asafoetida in large doses, and never became inflammatory. 
Should the temperature rise and symptoms of pelvic inflam- 
mation appear, the ice-bag should replace the warm poultice. 
But I have not yet met with a temperature high enough to 
need this energetic mode of treatment, and indeed, I have 
about come to the conclusion, that, in gynecological surgery, 
it is not so much the wound that is dangerous as the infec- 
tion of that wound. . 
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In the great majority of cases I dilate the canal not to the 
fullest extent of the larger instrument, but, as in the case be- 
fore us, to one and a quarter inches. Sometimes, in an infan- 
tile cervix, which does not readily yield and might give way, 
the handles are not screwed closer than three-quarters of an 
inch or an inch; but this is exceptional. ‘Tearing of the cer- 
vix has happened in a fewof my cases; in two from the sudden 

*slipping out of the beak, and in the others from sheer stretch- 
ing. ‘Three of these were unmarried and the cervix in each 
was split posteriorly, nearly half-way to the vaginal junction. 
The rent looked exactly like the incision of the cutting, or 
bloody, operation, but it was only half the length of the latter. 
As it kept the os externum patulous and could not do any 
mischief, I did not. sew it up. Another case was that of a 
multipara, whose uterine canal had been nearly closed up by 
applications of silver nitrate, made by her physician with the 
view of curing what he supposed was an “‘ulceration of the 
os,’’? but which was a bilateral laceration. The tissues, ren- 
dered cicatricial and brittle by the caustic, were torn by the 
dilator for about half an inch on the right side. Here the 
hemorrhage was free enough to need styptic applications and 
alight tampon. I could have stopped it by wire sutures, but 
this was not done, as it would have defeated the object of the 
operation. 

For slight dilatations, such as for the office treatment of 
anteflexions and of stenosis, or for the introduction of the 
curette, or of the applicator armed with cotton, the more del- 
icate instrument is quite strong enough, and an anzesthetic is 
not needed. I also use it in women who object to taking 
ether; but the operation is then very painful and it has to be 
repeated several times, while the results are by no means so 
good as when the canal has been dilated by the larger instru- 
ment, and under ether. Occasionally in virgins, in order to 
save the hymen, I-have dispensed with the speculum and have 
dilated with the more slender instrument, passing it in along 
my finger; but this cannot always be done, and it is usually 
unsatisfactory. I was led to this, because on one occasion I 
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was asked to give a certificate of virginity—in other words, 
to write and sign a paper stating that before the operation the 
hymen was intact. I also had todo this in the case of an 
unmarried woman, whose perineum, in spite of lateral cuts, 
was badly torn in my efforts to deliver with the obstetric for- 
ceps a very large fibroid tumor of the womb. When she 
returned home, the village crones got up such a buzz of 
scandal, that I had to go to her defence. Sometimes in a very 
sharply anteflexed womb, the dilator cannot be made to pass 
the os internum. ‘This difficulty is overcome by first passing 
in a surgeon’s probe, and then, along it as a guide, the di- 
lator. 

After a forcible dilatation under ether, the cervical canal 
rarely returns to its former bent or former narrow condition. 
Since lateral extension of elastic bodies antagonizes their 
length, the cervix shortens and widens, and the exudation 
provisionally thrown out by the sub-mucous lesions sustained 
by the dilated part, serves still further to thicken and stiffen 
its tissues. In other words, the stem-like neck of the pear- 
shaped womb is shortened, widened, strengthened, and 
straightened. Hence for straightening out anteflexed or con- 
genitally retroflexed wombs, and for dilating and shortening 
the canal in cases of sterility, or of dysmenorrhcea arising 
from stenosis or from a conical cervix, the dilator will be 
found a most efficient instrument. Sometimes in sharply 
bent wombs, I put in a stem-pessary immediately after the 
dilatation. In retroflexions I always put in a pessary long 
enough to span the angle of the flexion, so as to straighten 
the womb, by making pressure on the fundus. ‘To this occa- 
sionally a stem-pessary is added. 

In its results this operation is not an infallible one. I have 
thrice been obliged to repeat the dilatation, and would like 
to do so in several cases did the women permit. Ina very 
few cases I have been forced, as a final resort, to nick a pin- 
hole os externum. But I had not then learned how far I 
could safely stretch open the uterine canal, and the operation 
of dilatation was, therefore, not so efficiently performed by 
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me as it now is through a larger and riper experience, which 
makes me, year by year, more and more successful in this 
operation. 

It is not to cases of sterility or of dysmennorhcea only that 
rapid dilatation should be limited. As before stated, I use it 
to stretch open the canal for the admission of the curette and 
of tents, or for the purpose of making applications to the 
uterine cavity. In cases needing irrigation of the uterine 
cavity, I first dilate the canal with the slender instrument, 
and introduce the nozzle of the syringe between the separated 
blades. This gives a free avenue for the escape of the liquid, 
and robs of its dangers this form of intra-uterine medication. 
I also resort to the dilator in order to explore the womb with 
the finger. For instance, in a given case of menorrhagia in 
which a polypus or some other uterine growth is suspected, 
in order to avoid the delay and the dangers inseparable from 
the use of tents, I put the woman under an anesthetic, and, 
after the rapid dilatation of the cervical canal to the utmost 
capacity of the instrument—viz., one and a half inches—am 
enabled to pass my finger up to the fundus. This is accom- 
plished either by drawing down and steadying the womb by 
a volsella forceps fixed on to the anterior lip, or, in thin sub- 
jects, by forcing the womb down upon the finger through 
supra-pubic pressure on its fundus. In this way I have, over 
and over again, at one sitting discovered a uterine growth, 
twisted it off, and removed it. Usually in these cases more 
difficulty has been experienced in removing the polypus or 
other growth through the narrow canal, than in twisting it 
off from its uterine attachment. It often has to be wire- 
drawn before its removal can be effected, and sometimes it 
will be found needful to enlarge the os uteri by a few nicks. 
Usually, when the menorrhagia has been free, the cervical 
tissue is so lax that, after dilatation, the index-finger can 
penetrate the canal and reach the fundus, but sometimes only 
its tip can be made to pass the os internum. Yet even this 
limited degree of penetration is commonly quite enough to 
decide the presence of an inside growth. If it be not enough, 
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I invariably search for the growth with a small pair of fene- 
strated forceps, and I have repeatedly seized and removed 
one, the existence of which was merely suspected. After 
such operations the uterine cavity and the vagina are thor- 
oughly washed out with a two and a half per cent. solution 
of carbolic acid. 

I am sorry to say that I have not kept full records of all my 
cases of rapid dilatation. For instance, I have rarely tabu- 
lated office cases of dilatation, in which ether was not given. 
Nor has any note been made of cases in which dilatation was 
performed under ether for curetting, for digital exploration 
of the endometrium, or for the removal of uterine growths. 
I have tabulated merely cases of dysmenorrheea, in single or 
in married women. In the married, with but two exceptions, 
caused by stenosis of the os uteri from the abuse of silver 
nitrate, painful menstruation was associated with sterility. 

Including all the cases of dilatation performed under ether, 
I must have had nigh four hundred cases. I have limited 
myself to these cases because the use of an anzesthetic implies 
full dilatation—one in which serious injury, if ever, would 
most likely be sustained. Yet, there has not been a death or 
a case even of serious inflammation, in my practice, and the 
results have been most satisfactory—far more so than when 
the cutting operation was performed by me. 

Let me read to you a brief abstract of the statistics of my 
cases of dysmenorrhcea: Of single women, there were one 
hundred and twenty-two cases; of married, one hundred and 
forty eight; making in all two hundred and seventy. Of the 
unmarried, thirty-four were unheard from after the operation, 
leaving eighty-eight from which any data could be obtained. 
Of these, fifty-five cases were virtually cured; twenty-five 
more or less improved; and eight were not at all improved. 
Of these eight that were not benefited by the operation, five 
subsequently had their ovaries removed—one of them by an- 
other physician, and four by myself; of the latter, one died. 
In each one the ovaries had become so changed by cystic or 
by interstitial degeneration as to make the dysmenorrhcea 
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otherwise incurable. Of the twenty-five improved, there was 
one on whom odphorectomy was also performed; for, although 
the dysmenorrhcea was partly relieved by dilatation, ovarian 
insanity and menorrhagia were not. The operation was a 
successful one, and my patient was not only cured of her 
hemorrhages, but she regained her reason. Out of these 
cases, the majority, although not wholly cured, were greatly 
improved. For example, one of them was formerly bed-rid- 
den during the whole period of her menstrual flux, and had 
then to take large doses of morphia. She also suffered at 
those times from hamatemesis and epistaxis. Since the 
operation she experiences pain for merely two hours, needs 
no anodyne, and has lost her ectopic hemorrhages. Her 
gain in health and flesh has been great. Another one, who 
was wholly crippled by her sufferings and made nervous by 
the dread of them, is now a busy nurse. For one hoyr at 
every period she suffers acutely, but not enough to overcome 
her dread of taking ether and of having a second dilatation 
performed. | 

Of those cured, two had Sims’s cutting operation performed 
previously without benefit, and were afterward dilated; three 
were dilated a second time before a cure could be effected. 
The word ‘‘cured’’? in some of these cases, does not mean 
that the women were wholly free from any pain whatever, 
but that they did not suffer sufficiently either to go to bed or 
to take any stimulants or anodynes. The history of several 
cases merits more than a mere allusion. ‘The sufferings of 
one of my patients at every monthly period had always been 
great, but while she was at a boarding-school they grew so 
excruciating as to cause furious delirium at those times. This 
finally culminated in permanent insanity, with suicidal im- 
pulses. While in this condition she was placed in my hands. 
After rapid dilatation of the cervical canal, the dysmenorrhea 
wholly disappeared. ‘The exemption from pain toned down 
some of her more extravagant delusions, but she did not 
wholly regain her reason until a few months afterward. She 
is aow free from all menstrual pain, and is in the complete 
possession of her mental faculties. 
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A Hebrew lady, whose health had suffered from dreadful 
dysmenorrhcea, was so greatly improved by one dilatation, 
that her physician and her friends were amazed at her rapid 
restoration to health. Not long afterward the doctor asked 
me to perform the same operation upon another one of his 
patients, who was, if anything, worse. Her sufferings were 
so severe that he wrote, ‘‘I fear that another period might 
kill her,’? and urged an immediate operation. The cervix in 
this case was conical and very dense. Fearing a tearing of 
the parts, I screwed the instrument very slowly up to one 
inch and a quarter, and kept up this amount of dilatation for 
some twenty minutes. The cervix did not sustain any in- 
jury. ‘The canal has since stayed open, and she is free from 
all menstrual pain. Another case was that of an unmarried 
lady, sent to me from a distant State, whose sufferings at her 
periods were so great that morphia, however administered, 
was not potent enough to allay them, and her nervous system 
became very much shattered. Finally, at her last monthly, 
she was compelled to have two physicians in attendance on 
her, who took turn-about in administering chloroform night 
and day for forty-eight hours. This experience decided them 
to send her to me. One dilatation of an inch and a quarter 
wholly cured her. 

Of the married, eighty-five were heard from. Of these, 
fifty-nine were virtually cured, twenty-one improved, and five 
unimproved. Out of these eighty-five cases, thirteen were not 
in a condition to conceive: seven of them from fibroid tumors 
of the womb, two from destructive applications of silver 
nitrate to a torn cervix, three from being over forty-one years 
of age, and one from being a widow. This leaves but seventy- 
two capable of conception, and of these, fourteen, or about 20 
per cent., became pregnant. But the ratio is, in fact, larger, 
for I know that several of my patients, fearing pregnancy, 
employed preventive measures after the operation, and I sus- 
pected several others of doing the same thing. Then, again, 
I believe that yet others, who consulted me merely for pain- 
ful menstruation, have not reported their subsequent preg- 
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nancies. For instance, of the fourteen cases of pregnancy, 
five came to my knowledge incidentally and not directly 
from the ladies themselves. It is not much more than two 
years ago that I learned, by the merest accident, the subse- 
quent history of a clergyman’s wife, whose cervical canal I 
had dilated eight years ago. She had been making up for 
lost time by giving birth to twins within a year after the 
operation, and later to several other children. She had been 
married eight years before she came to me, and had had her 
cervical canai dilated by tents, and slit up with Peaslee’s 
metrotome by a skilful surgeon. 

But, while you can expect much from this operation when- 
ever it is performed for dysmenorrhcea caused by flexion or 
by stenosis, you cannot be so sanguine with regard to its re- 
sults in sterility. The reason of this is, that sterility asso- 
ciated with dysmenorrhcea often leads to such tissuechanges 
in the womb as in time to make it incapable of forming a 
nest for the ovum, which, therefore, either escapes or per- 
ishes. 

UTERINE TENTS. 

A few words in regard to slow dilatation of the cervical 
canal by tents: Since there use is attended with much pain 
and with danger from septicemia, I never employ them when 
the dilator can take their place. But sometimes, in order to 
make a digital examination of the endometrium, or to oper- 
ate within the uterine cavity, the cervical canal must be 
opened more widely than can be effected by the dilator. 

Tents may be made indifferently of sponge, laminaria, 
tupelo-root, or of slippery-elm bark. By the gluing together 
of two or three slips of the last, very good-sized tents can be 
constructed. Just before they are used they should be steril- 
ized by being rubbed with soap and then well coated with 
salicylic acid. Immediately after a tent has been put 1n, a 
suppository containing one grain of opium extract should be 
slipped into the rectum, so that, by the time the tent is be- 
ginning to swell and to give pain, the opium will be taking 
effect. ‘These suppositories will need to be repeated, and six 
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of them should, therefore, be on hand; for the pain of the dilat- 
ing process is often very great. Sponge and laminaria tents 
ought not, asarule, to be left in longer than twenty-four 
hours. ‘The cervix, while they are in, should be irrigated 
every two or three hours, during the waking hours, with a 
1: 4000 solution of corrosive sublimate. Such detergent in- 
jections saturate the sponge and correct the fetor. They also, 
by imbibition, and by capillary attraction, pass up into the 
uterine cavity, and thereby lessen the risk from septicemia. 
When a tent is put in as acervical plug to arrest a uterine 
hemorrhage, these, detergent injections are not needed; for 
the blood that will ooze past or through the tent, by washing 
away the putrid secretions, keeps it sweet. It then can be 
kept in for over twenty-four hours. For this reason a tent 
may, with comparative safety, be put in the day before that 
one on which the catamenia are expected, and be kept in 
during the flow. ‘This has been repeatedly and successfully 
done for sterility arising from stenosis; but for this purpose 
the dilator is by far my perference. ‘The slippery-elm tent 
can be left in much longer, as it softens down, and becomes 
dissolved by the discharges. Although inferior in expansive 
power to the other three, yet it will be found of value in 
cases requiring no very great dilatation, but a prolonged 
treatment, such as in flexions. The introduction of tents 
will be much facilitated by the previous use of the uterine 
dilator, and by steadying the cervix with the tenaculum or 
the volsella. By this means they can often be slipped in 
without the use of the speculum. Much time and safety will 
be gained if, after the introduction of one large sponge tent, 
it be surrounded by a fagot of smaller tents, made of lami- 
naria, or sea-tangle. 

Let me here impress upon my readers the importance of 
dilating the cervical canal with but one introduction, or, at 
the most, with but two introductions of tents. It is not, save 
with rare exceptions, the tent or the batch of tents, crowded 
in at the first visit, that is attended with risk, but those in- 
serted at the second or at the third visit. The history of the 
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reported fatal cases shows that the danger increases with ever: 
relay of tents. Itis greater at the second relay; greatest ai 
the third. This is probably owing to the fact that the re- 
moval of the first tent, or first batch of tents, more or less 
abrades the now irritated mucous coat of the canal, and by 
this raw surface are absorbed the putrid discharges generated 
and retained by the subsequent tents. It is especially in 
cases of previous pelvic inflammation, and in those of inter- 
stitial or of submucoid fibroids, that I dread the effect of a 
series of tents, and avoid such a use of them as much as pos- 
sible. Let me,. however, add that, since adopting the plan 
of injecting the solution of corrosive sublimate, while the 
tents are in the cervical canal, and especially immediately 
after they are withdrawn, before operating or before introduc- 
ing another batch of them, I have not seen any ill effects 
from their use. Yet I must frankly own that I now very 
rarely indeed employ them, as the uterine dilator can in the 
vast majority of cases take their place. 


LESSON 2yae 


PROLAPSE OF THE WOMB. 


PROLAPSE OF THE WOMB FROM SIMPLE DESCENT—PRO 
LAPSE OF THE WOMB FROM HYPERTROPHIC ELON- 
GATION OF THE INFRA-VAGINAL POR- 

TION OF THE CERVIX. 


HE term prolapse of the womb, in its primary and strictly 
etymological sense, means the displacement of the womb 
as a whole by descent. A wider meaning has, however, been 
loosely given to it, partly because our nomenclature does not 
keep abreast with the times, and partly because it is not easy 
to give up a term firmly established by long use. Three 
widely different affections are now included under it, viz: 
(a) A simple descent, or settling down of the womb. (6) A 
hypertrophic elongation of the infra-vaginal portion of the 
cervix. (c) A (so-called) hypertrophic elongation of the supra- 
vaginal portion of the cervix. In its present comprehensive 
sense, then, the term prolapse of the womb has come to signify 
a condition of that organ in which the os externum is found 
lower down than natural, the position of the fundus being 
practically disregarded. Apart from the violence thus done 
to language, there is questionable propriety in including 
under one general name three distinct lesions, simply because 
they happen to have one symptom in common. 


PROLAPSE OF THE WOMB FROM SIMPLE DESCENT. 


In the simple prolapse of the womb—which should more 
properly be called a substantial descent of the womb,—that 
organ as a whole, together with its furniture of tubes, ovaries, 
and ligaments, merely sags down, dragging with it the va- 
gina and the bladder. The degree of displacement being 
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proportioned both to the weight of the prolapsing body and 
to the relative relaxation of its supports, the womb will be 
found either more or less low down in the vagina, or else 
wholly extruded from the vulva. By many writers, the trans- 
itional stages of descent while the womb is yet within the 
vagina are included under the term prolapsus utert; but when 
the descent is complete, and the womb wholly or in part out- 
side of the vulva, the condition is called procidentia uteri. J 
must, however, warn you that these distinctive names have 
not been adopted as such by the profession at large; for by 
some they are employed interchangeably, as if they were 
synonyms, and by others ina reversed sense. "The terms com- 
plete and zncomplete would, therefore, be far more acceptable. 

Studies from life quicken our apprehension far better thau 
diagrams or verbal description, and I shall therefore illustrate 
this form of displacement from one of our patients. This tall, 
thin woman is unmarried, and, although over sixty years old, 
is obliged to work hard fora living. Five years ago she be- 
gan to suffer from a leucorrhcea, from dragging pelvic pains, 
and ‘‘bearing down’’ sensations. These symptoms had 
lasted for a few months, when one day, as she was in the act 
of lifting a scuttle of coals, ‘‘something gave way,’’ and with 
a sudden pang of pain, her womb jutted out from the vulva. 
At first, after being replaced, it would stay so for one or two 
days; then, only for a few hours; but now, as long as she is 
on her feet, it hangs outside of her body. After getting into 
bed, she is always able to push it back into the vagina, where, 
unless she coughs, it remains until morning. Of course, by 
this complete descent of the womb, all her former sufferings 
have been heightened; while in addition she now experiences 
difficulty in emptying her bladder, and strains much at stool. 

As I expose the parts, you see a pyriform tumor hanging 
from the vulva. At its apex there is an opening—the os ex- 
ternum—into which I now pass up this sound to a distance 
of not quite two and a half inches. Now, since I can feel the 
tip of the sound outside of the vulva, and can with my fin- 
gers also define in the tumor the whole outline of the womb; 
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and since a rectal examination informs me that the womb 
and vagina have vacated the pelvis, there can be no doubt 
that we are dealing with a case of complete prolapse, of true 
hernia, of the womb. ‘The vagina being of course completely 
inverted, as much so as a stocking turned inside out, consti- 
tutes the hernial sac; but the weight of the womb has not 
been sufficient tosmooth out its rugee. I wish you particularly 
to note the fact that the womb is retroverted and somewhat 
retroflexed. ‘This results necessarily from the mechanism of 
descent, whenever the womb is the primarily prolapsed organ. 
For, since the womb is, as it were, slung at its middle, viz., 
the os internum, by its attachment to the bladder, it follows 
that in its descent the fundus must hug the sacrum, and de- 
scribe the are of acircle around the os internum as the centre 
of motion. Further, since the fundus is the heavier end of 
the suspended body, and since also it is forced down, by the 
bulging in of the rectum into the vagina during the act of 
defecation, whilst the cervix is braced against the pubes or 
the neck of the bladder, some degree of bending will usually 
ensue. In fact, a retroversion or retroflexion is but a modi- 
fied form of prolapse, and it must, perforce, precede the ex- 
trusion of a primarily prolapsed womb. 

This simple form of prolapse is very generally the result otf 
senile atrophy, and is, therefore, far more commonly found 
in old women. ‘The pelvis has lost its padding of fat; the 
lax and wrinkled vaginal column no longer holds up the. 
womb; the retentive power of the abdomen has been weak- 
ened by the absorption of the fat-packing in the omentum 
and in the abdominal walls. By the general decrepitude of 
old age, or by the muscular debility from disease, the woman’s 
figure becomes altered. Her spine loses its sigmoid shape, 
her shoulders droop, and her chest bends forwards. Hence, 
the axis of the superior strait, instead of striking a point on 
the abdomen below the umbilicus, tends now to coincide 
with the axis of the trunk. Asa consequence, the intestines 
crowd down into the pelvis, and their weight is spent, not 
upon the pubic bones and the adjacent portion of the abdom- 


SIMPLE DESCENT. 209 


inal wall, but directly upon the womb, which now no longer 
lies under the shelter of the sacral promontory and of the 
lower lumbar vertebree. 

In younger women, there are other causes which bring 
about this form of prolapse. For instance, those which in- 
crease the weight of the womb, such as congestion, sub-invo- 
lution, and the presence of a polypus or of a fibroid tumor; 
those which weaken the lower supports of the womb, and 
shorten and straighten its line of descent, such as a shallow 
or a flat sacrum, a relaxed vagina, and a torn perineum; 
those, finally, which produce succussion or compression from 
above downwards, as a chronic cough, long-continued vomit- 
ing, tight lacing, the wearing of skirts supported from the 
waist, and last, not least, the prolonged use of the obstetric 
binder, under the mistaken notion that it preserves the shape. 
Again, there are acute cases of prolapse from sudden jars, or 
from abrupt abdominal pressure. 

This form of prolapse was deemed almost the only one until 
Huguier, in 1859, contended that so far from being a common 
form, it was an exceedingly rare one, and especially so when 
compared with that caused by a hypertrophic elongation of 
the supra-vaginal portion of the cervix. As you grow, and 
as knowledge grows, you will often be constrained to strip 
off even the poor tatters of some traditional belief; but I can- 
not yet ask you to adopt Huguier’s opinion, supported though | 
it is by many careful observers. My own observations teach 
me that the simple prolapse of the womb is by no means an 
infrequent affection of women—preferably of old maids—who 
have passed the climacteric, or who have been unbraced by 
chronic ailments. Nor have I failed to find it in younger 
subjects; although in such cases, either from imperfect invo- 
lution after labor, from inflammatory action, or from subse- 
quent derangements of circulation in the pendent mass, and 
also from friction and exposure to the air, there is usually 
some degree of hypertrophy of the womb, in its totality, 
however—fundus, corpus, and cervix—and not in one portion 
to the exclusion of another. 
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The indication in the treatment of this poor woman is 
clearly to return the womb and keep it in its place. As the 
perineum is intact, I think this can be done by the Hodge- 
pessary or by some one of its modifications, which acts by 
restoring the posterior wall of the vagina and by propping up 
the fundus. For, as a rule on account of the flaccidity of the 
parts, the Hodge-pessary answers better than the Smith-pes- 
sary. At the same time I shall enjoin her to keep the con- 
tents of her bowels soluble, to avoid the lifting of heavy 
weights, to wear loose dresses, and to support her under- 
clothing by shoulder-straps. 

Should the vagina turn out to nave lost its elasticity, or 
should the floor of the pelvis have become too slack to act as 
a stable fulcrum, the anterior bar of the Hodge, or closed- 
lever, pessary will lie below the symphysis pubis—that is, too 
much in the axis of the vagina—and will consequently slip 
out. Under such circumstances I may have to resort to the 
ring-pessary, or I may put in the Hodge-pessary wrong end 
foremost. Or else, I may either so unbend the downward 
curve of the anterior bar as to efface it, and make the instru- 
ment crescent-shaped; or I may exaggerate this downward 
curve so as to give the pessary an S-shape. By such a re- 
versal of position, and by these changes of form, the anterior 
or vulvar bar of the pessary will rise up higher, and lodge 
behind the symphysis pubis. ‘The relatively long and high 
anterior arm of Fowler’s pessary (Fig. 70), assumes this po- 
sition behind the pubic bone very well, and makes it a useful 
instrument in such cases. Since its basin catches the cervix 
and holds it back, this pessary is also admirably suited for 
retroversions and for retroflexions. Should the soft parts re- 
sent the increased pressure thus brought to bear on them, one 
may have to fall back on those pessaries which have an 
external or extra-vaginal base of support, such as I have 
described in a preceding lesson. 

Were this woman’s womb hypertrophied or otherwise dis- 
eased, in addition to the use of the pessary a special treat- 
ment should be addressed to these complications. Had she a 
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torn perineum, it would be well not only to restore it, but, 
by prolonging the incisions and dissecting up a vaginal flap, 
as described in the operation for this lesion, to narrow still 
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more the outlet of the vagina. This operation will of itself 
temporarily prevent the extrusion of the womb; but it can 
give permanent relief only when it furnishes to the pessary 
a firm base of support. ‘To maintain an erect carriage, and 
to restore the sigmoid curve to the spine, a brace with a pad 
over the lumbar vertebrzee answers well. In general, when- 
ever the prolapse is incomplete, and dependent, as it then usu- 
ally is, upon some congestive or some inflammatory condition, 
begin your treatment, not only with pessaries, but with the 
usual remedies for such lesions. By removing the cause, you 
remove also its consequences. Here let me say that pessaries 
are sometimes needful, not so much for any great amount of 
prolapse, as for the dragging of the womb upon an inflamed 
or a neuralgic broad-ligament. The womb, therefore, needs 
shoring up, but on the other hand it must not be pushed up 
so high as to stretch this tender ligament. The happy mean 
between this upward stretching and downward traction is 
sometimes very difficult to attain. 

In very stubborn cases it may be needful to shorten the 
round ligaments. This operation I shall soon describe to you. 
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PROLAPSE OF THE WOMB FROM HYPERTROFHIC ELON- 
GATION OF THE INFRA-VAGINAL PORTION 
OF THE CERVIX. 


In the second variety of prolapse—that from an hyfer- 
trophic elongation of the infra-vaginal portion of the cervix— 
a wholly different condition obtains. Through nutritive 
activity this portion of the cervix becomes larger and much 
longer than natural; and although by its increased weight it 
usually drags down the body of the womb somewhat, yet this 
is so unessential a sequence that the affection has been termed 
‘‘prolapse without locomotion of the fundus.’? In this 
variety, the cervix so rarely attains to a length greater than 
that of the vagina, that I have met with but few examples:in 
which the os externum protruded from the vulva. You are 
all, however, familiar with that modified form of it, the 
conical cervix, which is interesting from its bearing upon 
dysmenorrhcea and sterility, and of which we have had in 
our clinic many examples. 

Whenever the vaginal portion of the cervix is so long as to 
protrude from the vulva, it is, as a rule, either a congenital 
condition, or an exaggeration of a congenital condition, and 
is therefore found in nullipare. In child-bearing women, 
through metritis from the contusions of repeated labors, the 
vaginal portion often takes on an hypertrophy, but this is 
then less an elongation than a general increase in every 
direction. ‘There is yet another form of hypertrophic elonga- 
tion, which involves one lp of the os, usually the anterior. 
The prolongation becomes proboscis-like, and from its re- 
semblance to the snout of the tapir, has gained the name of 
tapiroid. All these acquired forms of hypertrophy are usu- 
ally traceable to the traumatisms of labor, or to defective in- 
volution. 

From this diagram (Fig. 71) you can see that the diagnosis 
of these affections is not difficult. ‘Their character is suffi- 
ciently marked by the unnatural length of the uterine cavity, 
and by the absence of vaginal invagination and of vesical 
prolapse. The tapiroid cervix may possibly be mistaken for 
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a polypus, but as the remedy in each is the same, no harm 
could happen. In all the varieties of hypertrophy attended 
by elongation, the redundant portion of the cervix when 


FIG. 71. 
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PROLAPSE FROM GROWTH OF INFRA-VAGINAL CERVIX. (HEWITT.) 


troublesome must be cut off. For this purpose the écraseur, 
and the galvano-cautery, have each its advocates. But these 
instruments leave a large raw surface which can heal only 
by granulations, and consequently slowly. Besides, the os is 
in danger of closure from cicatricial contraction. Sims recom- 
mends a circular amputation of the cervix by the scissors, 
the cleanly-cut stump being afterward covered by sliding 
over and stitching together the edges of the surrounding 
mucous membrane. Healthy tissue being thus substituted 
for unhealthy, there will be no return of the disease, and, 
further, the wound sooner heals. ‘The disadvantage of this 
operation, however, lies both in cicatricial closure of the os, 
and in the danger of secondary hemorrhage, the mucous lid 
not making compression enough to close the open-mouthed 
vessels. I therefore, in some of my cases, excised the redun- 
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dant portion of the cervix in a wedge-shaped piece, and 
vrought the flaps together, as in the operation for bilateral 
laceration of the cervix, by deep stitches passing through the 


FIG. 73. 


whole substance of the cervix. But, finding that the result- 
ing os was usually too small, in other cases I stitched the 
whole rim of the os to the vaginal mucous membrane (Figs. 
72 and 73). In one case I blended the two operations (Fig. 
74), by deep and superficial stitches. Each of these opera- 


Fic. 74. 


tions was followed by good success. They were devised by 
Hegar, to whom I am also indebted for these diagrams, 
which illustrate the manner of introducing the stitches. 
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PROLAPSE OF THE WOMB FROM ELONGATION OF THE 
SUPRA-VAGINAL PORTION OF THE CERVIX. 


ET us pass now to the third form of prolapse of the womb, . 
that from hypertrophic elongation of the supra-vaginal 
portion of the cervix. But to understand it fully we must first 
furbish up our knowledge of the anatomy of the parts in- 
volved. 

The womb is described as having a body (or corpus) and a 
neck (or cervix). ‘The latter is divided into two unequal por- 
tions: that which is comprised between the os externum and 
the os internum, and which, being alone furnished with 
Nabothian glands, I shall, for the sake of distinction, call the 
glandular portion; and that which is called the isthmus, 
viz., the intermediate and contracted portion which unites 
the fusiform and glandular cavity of the neck to the triangu- 
lar cavity of the body. Muscular fibers are very sparse in the 
isthmus. Ata point directly above the os internum, they 
are not to be found; but they become more abundant as the 
fundus is approached.* ‘The outside length of the healthy 
multiparous womb is about three inches. Of this the glan- 
dular portion of the cervix measures approximately one inch 
and a quarter, the isthmus one-half of an inch, and the body 
one inch and a quarter. 

By the terminal fibers of the vagina, which gird it at the 
middle third of its glandular portion, the cervix uteri is still 
further divided into the infra-vaginal and the supra-vaginal 
portion. ‘The free extremity corresponds to the infra-vaginal 
portion; about this there is no dispute. But the supra- 
vaginal portion of the cervix, as commonly described, is that 


* Schroeder's Obstetrics, Am. Ed., 1873, pp. 60, 75. 
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portion of it which lies between the apparent vaginal inser- 
tion and the body of the womb. It, therefore, is made to in- 
clude the upper third of the glandular portion of the cervix, 
and the whole of the non-glandular portion, viz., the isth- 
mus; and these two portions are generally believed to be the 
seat of elongation. But this strikes me as an error, founded 
upon’a misconception of the true extent of the supra-vaginal 
portion of the cervix. 

Anatomically, this portion of the cervix is limited to the 
isthmus, and it is therefore above the glandular portion. For, 
although the bulk of the vaginal fibres lie below the os inter- 
num, and the surface of attachment is to the eye a narrow 
one, yet in reality it is a broad one, covering two-thirds of 
the cervix, and reaching up to the os internum, where its 
fibres end. 

Again, the base of the bladder rests upon the anterior wall 
of the vagina, to which it is fused by connective tissue, and 
it is also firmly attached to the anterior aspect of the cervix 
as far up as the os internum. ‘These fibres of attachment 
are so closely blended with those of the vagina, that the 
supra-vesical portion of the cervix is practically the supra- 
vaginal portion, and each, therefore, lies above the os inter- 
num, and, consequently, above the glandular portion of the 
cervix. I beg you to bear these anatomical facts in mind, 
because on them hinge the arguments by which I hope to 
prove to you, that the elongation found in this affection is not 
essentially hypertrophic, but it is the result of traction and of 
growth; and that it is not the commonly accepted supra- 
vaginal portion of the cervix which is principally lengthened 
out, but rather the supra-glandular portion of the womb, that 
is to say, the isthmus and the lower portion of the corpus. 

By studying this diagram (Fig. 75) it will be plain to you 
that a wide difference subsists between prolapse of the whole 
womb by simple descent, and a prolapse from an elongation 
of the (so-called) supra-vaginal portion of the cervix. 

The term prolapse, as applied to this kind of elongation, as 
well as to that of the infra-vaginal portion, is a misnomer; 


ELONGATION OF THE SUPRA-VAGINAL CERVIX. 217 


because, although.in both the cervix may protrude from the 
vulva, it does so more through elongation than from displace- 
ment. ‘There is, in other words, a descent of the cervix—a 
prolapse of the cervix, if you please—without necessarily any 
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sinking down whatever of the fundus. Indeed, these two 
affections would seem to imply such a firmness in the suspen- 
sory ligaments as should, at first, keep the fundus from sink- 
ing down into the pelvis. This brings us at once upon debata- 
ble ground; but we shall prudently keep neutral, and not 
display our colors until the situation has been studied out. 
But, for the matter of that, to tell you the truth, I have 
hardly yet been ‘able fully to make up my mind and range 
myself under any one banner. ‘The question of hypertrophic 
elongation is to the gynecologist, what the late Schleswig- 
Holstein question was to European diplomatists. ‘‘I and 
another man,’’ said Lord Palmerston, ‘‘were the only two 
persons in Europe who understood this question. He is dead, 
and I—well, I have forgotten aJl I kuew about it.” 
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The woman who has just been brought in is greatly afflicted 
by the disease which we are discussing. In order to spare her 
feelings, and to give us ample facilities for studying the con- 
dition of her reproductive organs, I have had her completely 
etherized. She is forty-one years old, but hardship and over- 
work made her look much older. Her family consists of an 
invalid husband and six children, all of whom she supports 
by taking in washing. Five of her labors presented no difh- 
culties; but the sixth, four years ago, proved tedious from 
the size of the child’s head, and ended with the mishap of a 
torn perineum. She never afterwards felt strong; had lin- 
gering lochia, more or less leucorrhcea, ‘‘ bearing-down feel- 
ings,’’? and other uterine symptoms, which she attributed to 
her getting up and working too soon. ‘Three years ago her 
urine began to scald her. ‘The pain, at first bearable, daily 
grew worse, and soon became so acute that she now empties 
her bladder as seldom as possible. Not long after this, a 
tumor began slowly to protrude more and more from the 
vulva. It was and still is reducible; but its reduction, which 
at first gave her no pain, causes her so much suffering that 
she has dispensed with a perineal pad, long worn to keep it 
within the vagina. Her condition is truly a sad one; mic- 
turition and defecation are both difficult and painful, the 
former exceedingly so. The urine, no longer voided in a jet, 
dribbles over her person and excoriates it. She straddles 
when walking, complains bitterly of the constant dragging 
weight of the tumor, and now, in the prime of life, finds her- 
self too crippled to work; while, to add to her afflictions, both 
she and her eldest daughter are confirmed epileptics. 

This, in brief, is the history of the case; but it leads to no 
diagnosis more positive than a shrewd guess. Certainty can 
be gained only by a careful examination of the diseased parts. 
As I separate the thighs, you see protruding from the vulva 
this large boggy tumor, shaped like a truncated cone. Its 
apex is evidently occupied by the vaginal portion of the 
cervix, which is clubbed, snout-like, and apparently much 
hypertrophied, but not elongated. Upon a closer inspection, 
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this condition of the cervix seems to be owing, not so much to 
a hyperplasia of its parenchyma, as to a thickening of its 
mucous investment, to the gaping open of a lacerated os, to 
the turgid papillze of the cervical canal, and to the exuberant 
growth of its submucous layer. ‘There is an eversion of the 
lips, and a partial rolling out, or ectropion, of the arbor vite. 
It constitutes, in fact, an imperfect attempt at an inversion 
of the glandular portion of the cervix, in which the loose 
mucous lining has participated to an extent greater than that 
of the more resisting parenchyma. 

See this opening at the apex; it is not the os externum, as 
you may think, but a portion of the canal much higher up. 
Here, about an inch from it, and describing an irregular 
margin around it, is the os externum. Let me prove this to 
you. I stroke down and pull together the jagged and widely- 
divergent lips of the os externum, and now the cervix is 
somewhat elongated, reduced one-half in thickness, and 
made to look like a bishop’s mitre. The vagina is wholly 
inverted; whilst partly upon it and partly upon the cervix 
are two large ulcers, one of them covered by a croupy exud- 
ation. ‘These, I think, are attributable to friction from her 
clothing, to exposure to the air, and to the action of the 
dribbling urine. 

Permit me to digress fora moment, in order to point out to 
you the difference in the behavior of true and of false mucous 
membrane when exposed to atmospheric action. Under such 
circumstances, true mucous membrane—viz., that covered by 
conoidal epithelium—does not materially alter in structure. 
For instance: the lining membrane of the bladder in ex- 
strophy; of the rectum in prolapse; of those air-tubes, the 
bronchia, does not become cuticular. Look at the folds and 
arborescent plicee of this everted portion of the cervical canal; 
they are swollen and angry-looking, but not at all changed in 
structure. Contrast with them the squamous epithelium 
which lines the vagina and covers the vaginal portion of the 
cervix. It has become so derm-like as to resemble the pink 
skin of a new-born infant. There is here no sharp margin 
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defining the limits of these two forms of mucous membrane, 
but the one shades into the other by transitional, or spher- 
oidal, epithelium. It is this change of structure in the false 
mucous covering of the cervix that makes the dilating stage 
of labor so tedious in wombs that are or have been prolapsed. 
In such cases, multiple incisions of the os have often been re- 
sorted to. 

To determine whether the bladder is prolapsed, or whether 
it enters into the tumor as one of its constituents, I shall now 
pass in the uterine sound. As I expose the meatus, which is 
much sunken, a cluster of vascular growths comes into view. 
These are nothing more than hypertrophied mucous papille, 
and yet they are exquisitely sensitive. Their presence ex- 
plains, in part, our patient’s painful micturition; for, small 
as they are, from the irritation excited by friction and by the 
passage of the urine, they give intolerable anguish. ‘These 
caruncles range in size from that of a millet-seed to that of a 
raspberry, but the suffering caused by them bears no relation 
whatever to the amount of growth they have attained. 
Mark the unusual course which the sound takes; it passes 
into the bladder almost vertically, with its concavity looking 
downward. I can feel its tip at a point half an inch from the 
apex of the tumor. You can now understand why, in pass- 
ing her water, our patient experiences a difficulty apart from 
the pain caused by the presence of the vegetations. For, 
since a large portion of the bladder is outside of her body, 
the detrusor muscles of the abdomen can no longer compress 
it; and, further, the urethra is curved sharply around the 
sub-pubic ligament, and flattened against it. Clearly then, 
the bladder is prolapsed, and its two walls, together with the 
utero-vesical fold of the peritoneum, and the inverted vagina, 
form the anterior half of the tumor. But what forms the pos- 
terior half? To ascertain this, I pass my index-finger into 
the rectum, and with my thumb push up the posterior wall 
of the inverted vagina. By this double touch,I learn that a 
small pouch of the anterior wall of the rectum (a rectocele) 
has been diverted into the protruded mass. This explains 
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her difficulty in defecation. Again; you know that Douglas’s 
pouch is so closely fused to the posterior cul-de-sac of the 
vagina, that the descent of the latter necessarily involves that 
of the former. Hence we may unhesitatingly include this 
peritoneal fold among the constituents of the tumor. 

Up to this point we have learned that the cervix uteri, the 
inverted vagina, a pouch of the bladder, a rectocele, and the 
two peritoneal folds, combine to make up this large hernial 
mass. ‘This much is evident; but what is it? It is clearly 
not the vaginal cervix unduly elongated, because it, and 
only it, would compose the tumor. Can it be an inversion 
of the womb, or a simple descent of the womb? Or are we 
dealing with a hypertrophic elongation of the supra-vaginal 
cervix? ‘These are questions, gentlemen, which the uterine 
sound will readily answer. For a distance of three and a 
half inches it meets with no obstruction; but now there is a 
hitch to its further progress. It has not, however, reached 
the fundus, but the bend of a retroflexion: this I know from 
my past experience in gauging these tumors. By a little 
coaxing, and by raising the handle of the sound, the tip slips 
onwards an inch anda half more before it fairly impinges 
upon the fundus, Five inches, therefore, is the length of 
the uterine cavity, as measured from the apparent apex, or 
false os, of the cervix to the fundus. But if:.to! this’ the 
everted portion of the cervix be added—as it should be, by 
restoring the os externum to its proper position—the uterine 
cavity will, in reality, measure about six inches. The case, 
then, is not one of inverted uterus, else there would not be a 
uterine cavity. Neither is it one of simple descent, because 
the sound has proved not only a condition of preternatural 
elongation, but the fact that the fundus is high up in the 
pelvis. ‘This completes our diagnosis; for, by exclusion as 
well as by direct evidence, it is as clear as noon that we have 
before us a case of so-called ‘‘prolapse of the womb from 
hypertrophic elongation of the supra-vaginal portion of the 
cervix.” 

Every departure from health, every manifestation of disease, 
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is the product of a train of influences which it is the business 
of science to track out. Let ts try to unfold their signifi- 
cance in this case, beset though it is with so many difficul- 
ties that I have postponed its discussion to this late period of 
the course, in order that all of you might be sufficiently ad- 
vanced to catch the drift of argument. Four theories have 
been advanced,—and I now bespeak your earnest attention, 
—four interpretations of the phenomena, which at first blush 
seem hopelessly irreconcilable, and which yet have much in 
common. ‘The theories are as follows: 

(a) That the primary affection is a downward growth, a 
true hypertrophic elongation of the supra-vaginal portion of 
the cervix; and that the prolapse of the vagina and bladder is 
secondary, being the necessary result of the former. (4) That 
there are no changes of structure in the cervix, other than 
the strictly mechanical one of elongation, which is a second- 
ary accident, consequent upon the traction exerted by a pri- 
mary prolapse of the vagina and bladder. (c) Martin’s*— 
that the circular hypertrophy of the vaginal portion of the 
cervix, of which the eversion of the os is the result, is a dis- 
ease suz generis; and that it constitutes the weight which 
lengthens out the supra-vaginal cervix. (d) Isaac E. Taylor’st 
—that, contrary to the commonly accepted belief, the gland- 
ular portion of the cervix during gestation is not effaced, but 
hypertrophied, and that even after labor it still exists; for it 
has undergone nothing more than a momentary expansion of 
its canal for the passage of the foetus; that consequently, if 
the natural process of involution does not take place, the 
gravity of this hypertrophied cervix will aid and sustain the 
elongation of the non-glandular part of the supra-vaginal 
cervix—viz., the isthmus—which is thick, soft, and ductile, 
in the non-involuted womb. 

Now, to my thinking, each one of these theories contains 
germs of truth, but no single one is of itself adequate to ex- 
plain all the phenomena. For instance, granting that the 


* Boston Gynecological Journal, 1871, pp. 230, 307. 
¢ Bellevue and Charity Hospital Reports, 1869. 
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disease is a true hypertrophic elongation; then, according as 
the suspensory ligaments of the womb are more or less yield- 
ing than its vesical and vaginal attachments, one of two things 
ought to happen: either the cervix must grow downward, 
carrying along with it the bladder and vagina, or else the 
cervix must grow upward, lifting the body of the womb 
higher and higher in the cavity of the abdomen. But the 
upward form of displacement never happens, to my knowl- 
edge, in this affection. Again, in this affection the upper 
portion of the cervix is cylindrical and of uniform size, but 
attenuated, as if wire-drawn, rather than hypertrophied. By 
firmly compressing the base of the tumor, I can feel and 
trace high up a firm cord-like body not thicker than my little 
finger. That such a shape cannot be attributed to growth 
alone, witness the bulbous and nodulated form of the vaginal 
cervix in cases of chronic cervical metritis. But growth com- 
bined with traction will produce this cord-like and symmet- 
rical form. ‘In Oriental countries, for example, where fancy 
prices are paid for jasmine pipe-stems eight and ten feet in 
length, the wood is made straight and of uniform size 
throughout, by reeving a pulley and fastening one end of the 
cord to a growing shoot, and the other to aweight. Further, 
counter to the theory of growth alone is the telling fact that 
immediately after the knee-breast position is assumed, or 
after a few days of rest in bed, the uterine cavity will be 
found very much shortened. True hypertrophy implies a 
change of structure incapable of speedy resolution; even with 
the actual and potential cauteries, it takes months to melt 
down a cervix enlarged by metritis. Hence this quick re- 
duction in length is a behavior impossible in hypertrophic 
elongation. Once more, the so-called supra-vaginal portion 
in this patient is dense and hard, whilst the infra-vaginal 
portion is soft and spongy, as if its substance had been ab- 
sorbed. ‘The former is stem-like, the latter clubbed. There 
are extremely few cases—according to Huguier and Savage 
there are none—in which the two kinds of hypertrophic 
elongation coéxist in the same cervix. The elongation is in 
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fact limited either to the supra- or to the infra-vaginal por- 
tion; very rarely indeed does it affect both portions of the 
same cervix. Such an exclusiveness does not comport with 
the theory of hypertrophy; for how thereby explain this lack 
of concord in the behavior of two portions of one continuous 
structure? Is it reasonable to suppose that a merely super- 
ficial muscular collar, such as the vaginal attachment, can act 
like a conjurer’s ring, and, by a sort of magic, forbid deeply- 
seated tissue-changes on one side of it from passing through 
to the other? Rather than be embarrassed by this difficulty, 
I much prefer to apply the aphorism of the schoolmen—guod 
non habet, dare non potest, a cause cannot communicate what — 
it does not itself possess—and consequently to infer that the 
elongation, if supra-vaginal, is not communicable, because 
it is not essentially hypertrophic. I say essentially, because 
I am willing to concede some degree of growth, not primary 
but secondary, caused by the irritation of another factor— 
traction—and by the stasis in the circulation induced by it. 

If these arguments are sound, we must reject this theory. 
Nor should that of Martin’s, if taken by itself, fare any better; 
for, if the weight caused by circular hypertrophy of the 
vaginal portion can lengthen out the supra-vaginal portion, 
why cannot the same effect be produced by the far heavier 
weight of a cervix elongated in its infra-vaginal portion, of a 
cervix greatly hypertrophied concentrically by chronic me- 
tritis, or of a large polypus or a cancer of the cervix? Dr. 
Isaac E. Taylor—to whom the profession is greatly indebted 
for first showing that the cervix uteri is not effaced either by 
gestation or by parturition—has advanced an ingenious theory, 
which hinges upon this stability of the cervix, and has the 
great merit of consistency. His testimony regarding the 
autopsic lesions of this disease shows conclusively, if I under- 
stand him correctly, that the elongation does not affect the 
glandular portion of the cervix, but that portion of the womb 
just above the os internum, at the junction of the body with 
the neck. In other words, it is the supra-glandular portion 
ot the cervix—the isthmus—which is drawn out from the 
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corpus, and that at the expense of its thickness. Other ob- 
servers have demonstrated that the glandular portion is 
hypertrophied circularly, not longitudinally; and this state- 
ment is further confirmed by the two important facts—first, 
that the os internum, so far from being separated more widely 
from the os externum, is, by eversion of the cervical canal, 
often brought nearer to it; and, secondly, that the vesico- 
uterine peritoneal fold, instead of receding from the end of 
the tumor, approaches it so closely as to run some risk in the 
operation for its amputation. Granting, then, these premises, 
I think we are logically forced to admit, in the non-involuted 
uterus, not only the ductility of its isthmus and corpus, but 
also the gravity of its hypertrophied cervix. I shall, there- 
fore, invite you to accept Dr. Taylor’s theory; not, however, 
as one covering the whole causation of this affection, but as 
one throwing additional light upon it. 

Of the four theories presented to you, let us now provis- 
ionally adopt the second one—that of primary prolapse of the 
vagina and bladder—in order to see how far it meets the 
phenomena. I speak and shall speak of the conjoint pro- 
lapse of the vagina and bladder, because from the fusion of 
the anterior wall of the vagina to the base of the bladder, a 
prolapse of the one must be accompanied by that of the 
other; and, therefore, in the study of the mechanism of elon- 
gation, it is immaterial to us which of these organs is the first 
to prolapse. Should, then, the vagina and bladder prolapse, 
they plainly must conspire either to drag down the womb as 
a whole, constituting a simple prolapse, or descent of the 
womb; or else, in case the uterine ligaments resist this trac- 
tion, to pull upon and stretch out the isthmus and lower 
portion of the corpus—viz., that portion of the womb with 
but few muscular fibres, lying between the vesico-vaginal 
attachment below, and the uterine ligaments—or, perhaps, 
pelvic adhesions—above. 

Now, in fact, this very thing happens in this affection. The 
elongation is limited to that portion of the cervix and corpus 
just above the os internum, which would be dragged upon; 
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and does not extend to the glandular portion, which would 
not be dragged upon, and which, therefore, could not increase 
in length, save only by growth. ‘That the healthy womb 
is a somewhat ductile body, capable of extension without 
growth or. change of structure, is proved by its behavior 
under steady traction. ‘Thus, when adherent to the wa'l of a 
growing ovarian cyst, it has been found by me stretched out to 
a length of six or more inches. I have seen the same thing 
happen to a womb firmly bound to the sac of a ventral fceta- 
tion; and this is a happier illustration, because the womb is 
always so jealous of an extra-uterine pregnancy as to forma 
decidual membrane, and to present such characteristics of 
post-partum sub-involution as congestion, softening and duc- 
tility. In these cases the elongation is analogous to that 
predicated of a prolapse of the vagina and bladder, but in an 
opposite direction—from below upward—the static, or resis- 
tant, force being now in the vesico-vaginal attachments; the 
dynamic, or active, force in the adhesions to a growing cyst. 

Thus far this theory of traction has analogy and the autopsic 
lesions on its side. It also has the further merit of explain- 
ing how a few days’ rest will bring about so marked a dimi- 
nution in the length of the womb. ‘Thus, the recumbent 
posture removes the weight of the prolapsed organs, and the 
womb shrinks up like an over-stretched rubber band. It 
may, however, be reasonably objected, that since neither the 
weight of a very large polypus growing from the cervix, nor 
that of a vaginal cervix hypertrophied circularly or longi- 
tudinally, does materially lengthen out the supra-glandular 
cervix, it does not seem plausible that the weight of the pro- 
lapsed vagina and bladder should effect this. ‘This objection 
can be met by assuming that, either through chronic con- 
gestion or through arrest of post-partum involution, the 
woinb is thick, soft, and ductile—conditions which of them- 
selves would tend to make the gravity of the cervix act upon 
the plasticity of its intermediate portion. For instance—to 
sorrow a homely illustration from our candy-pulling days— 
if a rope of molasses candy be held out at arm’s length, the 
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weight of its free extremity will draw out and thin out that 
portion just below the grasp of the hand. To sum up, then: 
the predisposition to this disease depends upon a tendency to 
cystocele or to vaginocele; the receptivity, upon the co-ex- 
istence of sub-involution or of its analogues. 

The conjunction of the theory of ¢vactzon with that of duc- 
tihty—traction from the prolapsing vagina and bladder; 
ductility from a chronic congestion of the womb—thus offers 
a very reasonable explanation of the phenomena of uterine 
elongation. It also accounts for the eversion of the lips of the 
os externum, and for the circular hypertroplty of the gland- ’ 
ular portion of the cervix. By the attenuation of the me- 
chanically elongated part, and by the constant dragging of 
the vagina and bladder upon their belt of attachment, the 
veins of this presumedly non-involuted or otherwise softened 
structure—and more especially the veins below the os exter- 
num—are unduly constringed, and their circulation is, there- 
fore, rendered sluggish. ‘Through the stasis thus induced, 
the whole cervix, but principally its glandular portion, gains 
an excess of nutrition. The papille and capillary loops of 
the arbor vitee become turgid; the sub-mucous layer of the 
cervical canal grows exuberantly from within outwards, and 
by rolling out makes the flaccid lips of the os gape open. By 
the tertiary accidents of friction against the sacrum, of ex- 
posure to atmospheric action, and of irritation from the 
dribbling urine, the mucous coat of the cervix becomes 
thickened and changed in structure. Thus is brought about 
that circular hypertrophy which intensifies all the other 
symptoms, 

It is a vicious circle throughout: the prolapsing organ—say 
the vagina—tugs at the bladder, which yields, and in turn 
lends its weight towards the further descent of the former; by 
alternately coercing and being coerced, their united action at 
last begets the circular hypertrophy of the cervix; the latter 
returns the favor by edging and nudging on the vagina, 
which responds by still more increasing the prolapse of the 
bladder and the hypertrophy of the cervix, and by aiding 
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them in drawing out the supra-glandular portion of the cer- 
vix. Thus this reciprocation is kept up until the constantly 
elongating and growing cervix has attained length and 
weight enough to act aggressively. Aided now by the down- 
ward succussions communicated to it by the movements of 
the body, it completes the work by wholly inverting the 
vagina. ‘The resistance of the vaginal tube to this final ex- 
trusion, being spent upon its cervical attachment, pulls the 


"already gaping lips of the os still more apart, makes the cer- 


' vical canal funnel-shaped, and sometimes everts it so com- 


pletely as almost to convert the internal os into an external 
one. : 

From this point of view, the condition of the cervix in any 
given case of prolapse determines the nature of the disturbing 
cause. If the uterine cavity is barely or not at all lengthened 
out, as in the simple descent of the womb, we may infer that 
the prolapse of the womb has been the initial event. If, how- 
ever, marked elongation of the cervix is present, then the 
vagina and bladder have been the primarily prolapsed organs. 
Thus defined, the latter affection is essentially a prolapse of 
the vagina and bladder, and not of the womb; whereas the 
former is as essentially a prolapse of the womb. I beg you, 
however, not to regard this interpretation as final or authori- 
tative. Pressed to the quick it may show flaws, and I there- 
fore invite you to accept it simply as one more flexible than 
any other yet advanced. The truth is perhaps not yet 
reached, for nature transgresses by anonymous agents, whose 
ways are often past finding out. 

We must now put our theories to the test, in order to see 
whether they can be clinically sustained. Like our former 
patient, this one has also reached that period of life when 
senile atrophy of the reproductive organs begins to take 
place. The vagina, having lost its pelvic packing of fat, 
tends to sag down. ‘This tendency is urged on by her occu- 
pation as a laundress, which compels the erect posture and 
much lifting of heavy weights. In one of her numerous con- 
finements the perineum sustained injury. The rent has not 
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only deprived the vagina of its chief abutment, but has also 
straightened out and shortened its natural curve, making its 
axis coincide very nearly with that of the superior strait. 
The anterior wall of the vagina, being now unsupported, be- 
gan to bulge downward. During gestation the vagina and 
the womb become hypertrophied, and after labor undergo 
the same process of involution. After the birth of her last 
child this process was arrested, and these organs remained 
hypertrophied and with impaired tonicity on account of the 
laceration of the cervix and of the perineum. Such a condi- 
tion would of itself tend to promote a descent of the vagina; 
for, indeed, in the last months of gestation, a prolapse of its 
anterior wallis by no means an uncommon event. Again, 
the vascular growths at the meatus urethre gave so much 
anguish that she schooled herself into the habit of holding 
her water as long as possible, and consequently—for the lat- 
ter act implies the performance of the former—of putting off 
the evacuation of her bowels. Of course, then, the over-dis- 
tended bladder and the overloaded rectum, by pouching in 
the vagina posteriorly and anteriorly, would materially aid 
in the dragging down of this already prolapsing canal. 

From the first, her bladder has kept pace with the vagina 
in its descent, until its base is now far below the level of its 
neck, and the pouch thus formed cannot be wholly emptied. 
In many cases, from the decomposition of the residual urine, 
cystitis is set up; even calculi are sometimes formed. Occa- 
sionally the neck of the pouch gets tightly jammed under the 
pubic arch; then the orifices of the ureters may become so 
obstructed as to bring about a dilatation of the ureters or a 
hydronephrosis. Fortunately, not one of these accidents has 
happened to this woman, but, of course, the gravity of the 
urine contained in this pouch has helped to pull down more 
of the bladder, and still more of the vagina as well; for these 
arch-conspirators abet one another. The changes previously 
detailed have all along been taking place in the intermediate 
part of her womb, and in the glandular portion of her cervix. 
until you now see how long and stem-like the fcrmer has 
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become, and how much the latter has come to look like the 
snout of a pig. ‘This resemblance is heightened by the un- 
united transverse fissure of the cervix, resulting from one of 
her labors, which exaggerates the eversion of the os. 

I told you that the final weight and length of the cervix, 
aided by the jars of the body, completely invert the vagina, 
which then pulls the gaping lips of the os widely open. 
Here are my vouchers: As I push the tumor back into the 
vagina, the eversion becomes less and less; and now, as I 
force it out by supra-pubic pressure, the eversion is exactly 
proportioned to the extent of extrusion. Again, the gravity 
and the prolongation of the cervix, aided by the final descent 
of the womb as a whole, have smoothed out the rugze of the 
posterior vaginal wall into mere water-lines. This could not 
happen from the weight of the vagina alone; nor, in my ex- 
perience, does it happen in the simple prolapse of the womb, 
however complete it may be. Finally, this mechanism of 
descent explains a remarkable uniformity in the length of the 
uterus in all those cases of elongation in which the womb it- 
self partly descends and the cervix appears outside of the 
body. ‘Then usually the sound indicates a length of five in- 
ches or thereabouts—a limit attributable to the resistance to 
any further elongation and descent by the anterior wall of the 
vagina, which measures about two and a half inches in length. 
This great length of the uterus, by the way, furnishes a good 
reason for the pain felt by our patient when she returns the 
tumor. For, since the fundus is not very much below its 
proper position, the return of the tumor—necessarily involv- 
ing that of the cervix—can be affected only at the expense 
of either an undue stretching upwards of the suspensory liga- 
ments of the womb, or of a forcible bending, or retroflexion, 
of the elongated cervix. 

You must not, however, infer that in all cases of this affec- 
tion the fundus will be found so high up in the pelvis as it is 
in our patient. On the contrary, in the majority of old cases 
you will find it very much lower down than it would be in 
health. Occasionally you will meet with a case in which the 
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elongated and heavy womb has finally overcome the resistance 
of its ligaments. It will then be found in a state of retroflex- 
ion, wholly outside of the body and contained in the vaginal 
sac. By palpation and the uterine sound, such a complete 
prolapse is easy recognizable. Even to the eye there are pre- 
sented certain unmistakable marks. For the tumor is then 
of a large size, and, as you will be able to understand from 
this figure (Fig. 76), the bulge of the retroflexed fundus 
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makes the posterior vaginal wall hang down below the 
snout-shaped apex like a dewlap. Nor, on the other hand, is it 
rare to see cases in which the fundus has apparently not 
budged from its normal site. 

This affection of the cervix is restricted as a rule to the 
laboring classes, and especially to those women, such as cooks 
and laundresses, whose work compels them to stand much on 
their feet and to lift heavy weights ata disadvantage. It and 
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a host of other uterine disorders have very lately been attrib- 
uted to an alleged excitation. provoked by the treadle motion 
of the sewing machine. I do not believe this; to the pure all 
things are pure, whilst even in the impure the wearisome 
movements of a laborious trade could hardly awaken, much 
less content, any sexual solicitation. True, professional op- 
erators on the sewing-machine are liable to uterine disorders, 
but, as a class, so are all seamstresses. ‘Their susceptibility 
is not, however, traceable to a prurient source, but to the 
combined effects of bad air, bad food, over-work, close con- 
finement, the sitting posture, and of such accessories as tend 
directly or indirectly to determine pelvic or portal congestions. 
Nor do I believe that self-abuse in the single, and perverted 
sexual relations in the married, tend to produce this lesion. 
On the contrary, an ample experience would lead me to the 
opinion, that this affection is eminently peculiar to hard-work- 
ing women who have borne many children, and who have had 
a tear of the cervix. I have seen this kind of prolapse but 
twice in virgins, and they were old maids. ‘The cervix in 
each looked like the male organ in a state of erection. 

Granting, then, that this elongation arises in the main from 
traction, and not primarily from any constructive energy inher- 
ent in the cervix; what are our resources for itscure? Could 
I put this woman to bed for a few weeks, and thus relieve the 
cervix from its own dead weight and from that of the vagina 
and bladder, it would shrink back very materially, but not to 
the standard length of the healthy womb. It would act, as I 
have before said, precisely like an over-stretched rubber band. 
I might then adjust some suitable pessary, which would keep 
the prolapsing organs in their proper positions. Unfortu- 
nately, the poverty of this class of patients renders such a 
treatment inadmissible. At best, the womb is too ductile, 
the vagina and perineum too lax, even when contracted by 
appropriate operations, to render this treatment other than 
tedious and unsatisfactory. 

The desideratum here is something that can furnish a sup- 
port to the unstable pelvic organs, and, at the same time, con- 
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solidate the ductile womb by giving a fillip to the now dor- 
mant process of involution. The womb may sometimes, in 
cases of no great hypertrophy, be reduced in size by merely 
restoring the cervix, which is usually lacerated. But this 
operation is not to be depended upon, and the indications are, 
in ny experience, best met by the amputation of the vaginal 
portion of the cervix, and by the restoration of the perineum - 
whenever torn or functionally impaired. From a misconcep- 
tion of the nature of this disorder, Huguier recommends an 
unnecessarily severe and dangerous operation, by which the 
whole vaginal portion is removed, aud with it a conical core 
of the supra-vaginal portion. You will naturally ask, ‘‘ How 
can the removal of an infra-vaginal slice cure a supra-glandu- 
lar elongation measuring three or four inches?’’ I shall re- 
ply, first, by two illustrations: After the ablation of a uterine 
polypus, its pedicle, however long and broad, will disappear; 
again, an elongation of the uvula is curable by snipping off 
merely its tip. In the second place, the hemorrhage during 
the operation, by depleting the womb, causes shrinkage; the 
rest in bed furthers this contraction; whilst the prolonged 
suppuration necessary for the repair of the wound, sets up so 
alterative an action as will carry out the process of shorten- 
ing, and finally consolidate the whole uterine body. Once 
more, this operation lessens the weight of the cervix, and es- 
tablishes a retrogressive metamorphosis of the sub-involuted 
vagina and of its thickened mucous investment, giving 
thereby tonicity and stability to those parts. 

One danger attaching to this operation is that of hemor- 
rhage, but with care this can be avoided. Such accidents as 
cellulitis, peritonitis, tetanus, and septicaemia, will occasion- 
ally happen, but not with a frequency greater than in any 
other surgical operations upon the cervix. To avoid the loss 
of blood, and to obtain a deeply granulating wound, the 
amputation is usually made with the chain- or the wire- 
écraseur, or by the galvano-caustic loop. But, whatever the 
instrument, the operation is always attended with the risk of 
invading the bladder, and especially the retro-uterine pouch. 
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Hence, I should strongly advise, whenever you can closely 
watch your patient, to use the knife or the scissors. For, 
thereby, not only can you remove with greater safety a larger 
slice of the cervix, but also can, in case of this accident, 
bring together, by metallic sutures, the cleanly-cut edges of 
the vesical or the peritoneal wound; whereas no union would 
be likely to take place were the edges crushed by the écraseur 
or seared by the galvano-cautery. This mishap has happened 
to the most skilful operators; but, if every case has been 
reported, no great fatality attends it. Whenever amputation 
with a cutting instrument is resorted to, it will be safer first 
to transfix the cervix, as high up as prudent, with a long 
straight skewer; then to place above this, as a tourniquet, 
the loop of an écraseur or a noose of rubber tubing, and, 
finally, to slice off all that portion of the cervix on its distal 
side, making the incision between it and the needle. You 
will then close the wound with deep stitches by Hegar’s 
operation (Figs. 72 and 74). 

I have described this operation somewhat fully, because, 
although it offers several advantages, I shall not perform it 
this morning, but shall use the wire-écraseur. My reason for 
this is, that I have repeatedly amputated the cervix before 
you with the knife, and I wish now to show you how it is 
done with the cold wire, which you will be more likely to 
use in country practice, because the cutting operation is lia- 
ble to be followed by a secondary hemorrhage. After plac- 
ing our patient in the lithotomy position, I first catch up 
with the forceps the cluster of vegetations dangling from the 
meatus of the urethra, and snip off its base with the scissors. 
To prevent its otherwise sure return, I sear the raw surface 
with Paquelin’s cautery. I next draw off the urine, and at 
the same time measure, with the catheter, the depth of the 
vesical pouch, and also sound the bladder for stone. In 
order to make myself easy on the score of wounding the 
bladder, I shall explore that organ with my finger. By 
gently opening the blades of a uterine dilator in the urethra, 
I have, in a few minutes’ time, so dilated this short and elas- 
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tic canal that it will now permit me to coax in my little fin- 
ger. Note how low its tip reaches—certainly not more than 
half an inch from the apex of the everted cervix. So far, 
good! We have accurately defined the lower boundary-line 
of the bladder; but very unfortunately there are no diag- 
nostic criteria for ascertaining the depth of the retro-uterine 
fold. Usually, this fold does not descend so low as the 
pouch of the bladder; but this rule is not invariable, and the 
peritoneal cavity will occasionally be opened in spite of the 
greatest care. Some years ago while amputating, with the 
hot wire, the cervix of a very delicate lady, I burnt in this 
peritoneal fold a hole large enough to admit a silver quarter. 
No other bad symptoms arose than a slight febrile movement, 
which lasted two days. Guided by the tip of my little finger 
inside of the bladder, I now transfix the cervix antero-pos- 
teriorly by a sharply pointed skewer, entering it just below 
the lower margin of the bladder, and slanting it upward and 
backward so that its point may emerge somewhat higher up 
on the opposite side. The bladder is, therefore, safe, whilst 
the pouch of the rectum is so small, and so far from the 
course of the skewer as also to be out of harm’s way. 
Could this be affirmed as positively of the peritoneal fold, the 
operation of itself would be performed without any misgiv- 
ings; but, with regard to that, much must be left to chance. 
It remains now to cut, with the scissors, a shallow groove 
around the cervix close to the distal side of the skewer, and 
to lodge in it the wire loop of the écraseur. I give a few 
turns of the screw; and now see how bloodlessly the whole 
vaginal portion of the cervix has been amputated. 

Some of you may perhaps wonder why the écraseur was 
not used without the skewer. There is a good reason for this: 
Whenever the wire or the chain of an écraseur begins to bite 
into living flesh, it tends not only to sHp in the direction of 
least resistance, but also to drag into its loop the more relaxed 
tissues of that side. Now, since the vaginal portion of the 
cervix is clubbed and tuberous, the direction of least resist- 
ance and the looser tissues lie above the surgical neck. Hence, 
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unless guarded by the skewer, the loop might slip upwards 
and pinch off a piece of the bladder or of the peritoneum. 
Sometimes, instead of using the skewer, I cut merely a groove 
through the tough mucous coat of the cervix, and lodge the 
wire in it. ‘This is the best plan whenever the tissues are 
redundant and there is plenty of room, because the wire then 
cuts more cleanly, and is not so liable to snap. 

I shall now slide over the wound the adjacent mucous 
membrane, and unite it to the os uteri by Hegar’s radiating 
stitches. More or less union will then take place, and the 
healing process will be hastened. ‘This cannot be done when 
the hot wire is used, because the mucous membrane is then 
sealed to the tissues beneath, and I, therefore, never use it 
now. 

Our patient will now be put to bed, where she must stay 
for at least two weeks. Should secondary hemorrhage take 
place—which is improbable—I shall be forced either to inject 
hot water, or to plug up the vagina. As soon as pus begins 
to form, the vagina will be washed out several times a day 
with carbolated or sublimated injections. If left to itself, the 
wound will not cicatrize under four weeks; but the healing 
process can be hastened by an occasional touch with the 
nitrate of silver. 

This operation will result in our patient’s cure, so far as the 
elongation of the cervix is concerned,—that is to say, after 
the lapse of five or six weeks her uterine cavity will not 
measure over three inches in length. But it may not prevent 
more or less prolapse of the relaxed vagina and bladder, and 
another operation will then be needed to repair the torn per- 
ineum. Some surgeons advise in every case an operation 
either for contracting the vaginal canal or for narrowing its 
outlet; but this is not always needful. Whenever the fundus 
has barely sunk, I believe that, whatever the degree of cervi- 
cal elongation, the removal of the vaginal portion will alone 
effect a cure in the majority of cases. For the same stays 
which have hitherto sustained the fundus will afterwards, 
through the medium of the now contracted and consolidated 
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cervix, sustain also the vagina and bladder. On the other 
hand, whenever the fundus is found to be displaced to any 
marked degree, then, in addition to the amputation of the 
cervix, it will be necessary to lengthen the perineum, and at 
. the same time narrow the outlet by the operation of episio- 
perineorrhaphy. 

In repeated operations under such circumstances, I have 
met with but a single failure. But, when the hypertrophied 
womb is wholly extruded, as in Fig. 76, the issue is not so 

happy aone. Gynecologists have in vain racked their brains 


TRIANGULAR DISSECTION OF THE VAGINA, WITH THE MANNER OF IN- 
TRODUCING THE SUTURES. (FROM HEGAR.) 


to devise some permanently successful operation. I have 
best succeeded by first taking off a slice of the cervix so as to 
bring about involution, then, following Hegar’s plan, by 
narrowing the vagina by the removal of a V-shaped piece of 
mucous membrance from the posterior vaginal wall. The 
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apex should start from near ‘the cervix, and the base should 
end at the vulva, which it includes, as in the operation for 
ruptured perineum. As you can see from this diagram (Fig. 
77), the four upper and the three lower stitches are buried in 
the tissues by one sweep of the needle; but the intermediate 
ones emerge in the middle line of the wound, so as partly to 
cross it. ‘This operation narrows the vagina, makes a firm 
floor to the pelvis, and leaves a rod of cicatricial tissue, which 
splints up the posterior vaginal wall. 

Dr. Reamy has devised a very ingenious operation for the 
relief of prolapse of the womb, when surgical interference is 
needed. The description of it I shall give in his own words:* 

‘‘ Fig. 78 represents the shape of the denuded surface on the 


posterior vaginal wall. The arms at tne upper part extend 
well up to the sides of the cervix in the lateral culs-de-sac ef 
the vagina. These are denuded as deeply as is possible with- 
out entering the peritoneal cavity just below and behind the 


* Medical News, April 9, 1887, p. 396 
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cervix, and without interfering with the ureters at the upper 
lateral extremities. 

“It is very important that this denudation be deep, since, in 
the first place, it will give greater supporting strength by the 
thickness of the line of union obtained, and, in the second 
place, a deep denudation of these lateral arms will unite the 
vaginal walls more intimately with the underlying fascia. 
This increases the supporting power of this fascia to the 
vaginal culs-de-sac, and thus to the uterus, by giving it a 
‘shorter hold’ to the vaginal walls, if you will permit the 
expression. 

‘‘The width of the denudation upon the posterior wall de- 
pends upon the amount of vaginal constriction required. 
You must be governed tm the amount of divergence between 
the lines aa and 04 by the extent of perineal injury. The 
greater the injury the wider the divergence. 

“Tf there should be no laceration of the integumentary 
perineum, these lines should converge to a point on the pos- 
terior vaginal wall at or just behind the fourchette. I use 
catgut for the sutures inside the vagina, those numbered in 
the figure 1 to 13 inclusive, and also for the sutures marked 
x, because of the difficulty in removing either silk or wire 
over the freshly united perineum.* These should all be tied 
before the perineal sutures are introduced, indeed, it is best 
to secure them before the perineal denudation is made. 

‘The suture marked x is of great importance, and I wish 
to call special attention to it. It should be introduced about 
one-quarter of an inch from the border of the denudation in 
the angle made between the denuded tract on the posterior 
wall and one of the denuded arms. From this point it is 
carried across the denudation in the direction indicated by the 


* The great objection to catgut, heretofore, has been the danger of its speedy 
absorption before union had occurred, but this difficulty has been surmounted 
by the method of Veit, of Berlin. He places the gut in pure oil of juniper wood 
for twenty-four to forty-eight hours, and then preserves it in a mixture of pure 
alcohol and glycerine, ten per cent. of the latter, till used. Water should never 
touch the gut. In this wayit lasts in the tissues for ten or twelve days. See 
letter by Paul F. Mundé, Amer. Journ. Obst. page 914, 1886. 
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dotted line and brought out in the undenuded apex between 
the two arms behind the cervix, it is then reintroduced in this 
apex about one-quarter of an inch from its point of emergence, 
and carried across the other denuded arm in the direction of 
the other dotted line, and brought out at a point in the oppo- 
site angle between the lateral arm and the posterior tract cor- 
reapoitling to the point of entrance. In tying this suture 
across the upper part of the posterior denuded tract the three 
angles are brought together. 
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‘Fig. 79 shows the field of operation after all the vaginal 
sutures are tied. For the perineum, silver wire is used in the 
usual way, as shown here in the diagram; but the upper 
sutures should be carried across high up, about on a level 
with the lowest suture inside the vagina, so as to secure per- 
fect coaptation of the line aa to the line 54. 

‘‘Finally, as to our patient, sexual intercourse must be for- 
bidden for three months after the sutures are removed. Dur- 
ing this time she must not do hard work, but must spend 
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part of each day on the couch. ‘These precautions are neces- 
sary in order that the modified vagina may become firm, and 
that the uterus in its restored position may undergo involu- 
tion. For, unless the weight of the uterus be reduced, it is 
only a question of time when prolapse will again occur, no 


matter what operation has been done upon the vagina.”’ 
16 


LESSON XIX. 


SHORTENING OF THE ROUND LIGAMENTS, 


OR obstinate cases of simple prolapse of the womb, and 
of hypertrophic elongation of the supra-vaginal portion 
of the cervix—cases which have resisted the foregoing treat- 
ment—it seems to me that ‘‘Alexander’s Operation,’ or 
shortening of the round ligaments, is peculiarly applicable. 
For it stands to reason that if, in simple prolapse, the womb 
can be lifted well up and anteverted, as it ought to be by 
shortening of the round ligaments, it will escape the down- 
ward pressure of the movable abdominal organs. Again, if, 
in hypertrophic elongation of the supra-vaginal portion of the 
cervix, the prolapse persists after the womb has become con- 
densed or involuted by the amputation of its cervix, it falls 
into the category of simple prolapse, and should be treated 
accordingly. 

For this operation we are indebted to Dr. William Alex- 
ander, of Liverpool, England, and from his paper,* and from 
otherst on the subject, I shall give you a condensed de- 
scription of its performance. 

The patient is to be prepared as for an ovariotomy, and 
operated on with every antiseptic precaution. The bowels 
ate cleared out by a cathartic on the day preceding that of 
the operation, and by an enema on the following morning. 
She takes a soap bath and washes herself as clean as possible. 
After etherization, the pubic hair is shaved off, and the ab- 
domen, vulva and thighs are again thoroughly cleansed with 
soap, and wetted with a 1:1000 solution of corrosive subli- 
mate; with this solution the vagina is also washed out. 


* British Gynecological Society, November, 1885, p. 246. 
+ Dr. W. M. Polk: The J/edical Record, July 3, 1886, p. I. 
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From the pubic spine an incision is made upward and out- 
ward in the direction of the inguinal canal—viz., parallel to 
Poupart’s ligament—and from two to three inches in length, 
according to the amount of subcutaneous fat. ‘This fat is 
cut through by subsequent incisions until the spine of the 
pubes is reached, and the pearly glistening tendon of the ex- 
ternal oblique appears at the bottom of the wound. Some- 
times, half way through the layer of fat, an aponeurosis is 
met with, which is liable to be mistaken for this tendon; but 
it is not so clear and shining. A finger placed on the pubic 
spine and made to slide upward and outward, about half an 
inch away, will feel the depression or the lessened resistance 
of the external inguinal ring. The crossing fibres of the 
inter-columnar fascia will also be seen. - The landmarks are 
Poupart’s ligament below, the inter-columnar fibres running 
across, and the pubic spine at the inner side. When in doubt — 
as to the position of the ring, the operator can drag the wound 
over a large area by means of retractors, and search the region 
thus exposed. The inter-columnar fascia will now be seen 
bulging, and when it is cut through, a nerve, some vessels, 
fat, some tendinous bands, and sometimes the pale-red round 
ligament, spring out of the canal, and rise and fall with 
every respiratory movement. In corpulent women, fat alone 
projects and conceals everything else. In such a case, the 
mass of fat, with its contained structures, is seized and gently 
drawn to the upper end of the wound. At the lower end, the 
round ligaifent will now be readily recognized by its flesh-- 
colored fibres and delicate structure. Along its anterior 
surface and close to it will also be seen the white and easily- 
distinguished genital branch of the genito-crural nerve. 
Should the operator be in doubt whether it be the round 
ligament, he must open up on a director the inguinal canal a 
little more. Should he have mistaken a portion of the tendon 
of the muscles for the round ligament, he will find that trac- 
tion on it will make the tendon feel like a taut line, or ridge, 
extending outward above Poupart’s ligament. ‘Traction on 
the round ligament, which lies in the canal, cannot, of course, 
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make such a ridge. Bands of fascia, and especially fasciculi 
of the internal oblique muscle, must not be mistaken for the 
round ligament. ‘They are brittle, breaking on slight trac- 
tion, and cannot be pulled out. 

When the ligament has been recognized, the nerve on its 
surface must be cut through, and the ligament itself seized 
by the fingers or by broad and blunt forceps. While gentle 
traction is made on it, bands, uniting it to the neighboring 
structures, will come into view. ‘These must be cut through 
with scissors, care being taken not to nick the ligament. 
Freed from these adhesions, it can be drawn out without 
any resistance, giving the impression sometimes as if it were 
broken off from its uterine attachment. A sponge is laid 
over the wound, and the operator and his assistant change 
sides so that the former shall always stand on that side of the 
patient opposite to the one on which he is operating. By so 
doing he can look directly into the inguinal canal, and bet- 
ter draw the ligament towards himself. ‘The other external 
ring being cut down upon and its ligament isolated in the 
saine way, the next stage is the replacement of the womb. 

This is done by placing in position with a sound the pro- 
lapsed or the retroverted or the retroflexed womb. While the 
sound is held by a third assistant, the ligaments are pulled out 
simultaneously until they are felt to control the new position 
of the womb—that is to say, until the slack is drawn out and 
the sound is moved by their traction. In prolapse the womb 
should be raised up on the tip of the sound as high up and as 
- forward as possible. They are now held by the first assistant, 
while the operator, with a curved needle threaded with cat- 
gut or with fine silk, stitches each to both pillars of the ring 
by two sutures to one pillar and two to the other, viz., by 
four sutures to each round ligament. This secures the closure 
of the external abdominal ring, and the fixation of the lig- 
ament, without injuriously strangling the latter structure be- 
tween them. Or the operator may attach the ligaments to 
the anterior face of the pubic bone by three sutures. But he 
must then stitch the pillars together, if the ring gapes or the 
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canal has been opened. ‘The loose loop of each round liga- 
ment is now cut off, and the stump stitched into the wound 
by means of the sutures that close the incision. If the layer 
of fat is a thick one, or there has been disturbance of the parts 
through searching for the ligaments, a fine drainage tube of 
bone or ot soft rubber should be inserted, which may be re- 
moved on the second or the third day. Otherwise, as in 
ovariotomy, deep sutures alone will suffice. The wound is 
dressed as in ovariotomy, with some antiseptic gauze. To 
support the womb and to lessen the strain on the round liga- 
ments, the vagina, for two or three days, should be lightly 
packed with acylindrical tampon of iodoform gauze. ‘The 
patient is kept in bed for at least.three weeks, and coition 
should not be indulged in for some time longer. 

Alexander dispenses with the vaginal tampon, but he 
always inserts a Hodge pessary, and also, in retroflexions, a 
galvanic stem-pessary. Polk does neither, relying on the 
tampon and on rest in bed for a month, and he claims as good 
results as those of Alexander. While all operators do not 
agree with regard to the ease of discovering the round liga- 
ments and of isolating them, they concur in deeming the 
operation a very safe and successful one. 


LESSON XX. 


PERI-UTERINE INFLAMMATION. 


ENTLEMEN: Icome now to a subject of infinite import- 

ance, but one of obscurity so far as its pathology is con- 
cerned. ‘This subject is that of inflammation of the serous 
and the areolar tissues surrounding, enveloping, supporting 
and padding the womb and its appendages. When the 
areolar tissue is the one supposed to be involved, the inflam- 
mation has been called Pelvic Cellulitis, or Aarametritis ; 
when the inflammation is limited to the serous tissue, it is 
termed Pelvic Peritonitis, or Berzmetritzs. 

Pathology.—The questions yet unsettled about these forms 
of inflammation are: (a) Which tissue is the one more fre- 
quently involved? and how involved? (4) Can inflammation 
of the one tissue exist without implicating the other? (c) 
What are the channels of infection ? 

With regard to the first question—viz.: Which tissue is the 
one more frequently involved?—one would suppose a priorz 
that there could be no difficulty whatever in the way of a 
positive answer. Yet this is not so; for while eminent gyne- 
cologists, especially the older ones, hold that the areolar 
tissue is the one more frequently attacked, and that the in- 
flammation is essentially a cellulitis, or phlegmon, a brilliant 
group of younger investigators contend that ‘‘cellulitis must 
be dethroned from the prominent position it has held in 
uterine pathology,’’* and that pelvic inflammation is essen- 
tially one of the serous tissue, or peritoneum, and that the 
lesions in the order of their sequence are ‘‘salpingitis and 
peri-salpingitis, Oophoritis and peri-cophoritis, lymphadenitis 
and peritonitic bands and adhesions.”’ 


*J. R. Goffe, New York Medical Journal, October 9, 1886, p. 399. 
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With regard to the second question, whether inflammation 
of the one tissue can exist without implicating the other? 
it seems very unlikely that either one of two contiguous 
tissues can be inflamed without affecting the other. Autopsies 
very generally reveal such a transmission, although there is 
but little question that one tissue—and that one the peri- 
toneum, as the new school teaches—bears the brunt of the 
inflammation. Some, however, assert that a perimetritis, or 
peritonitis, is often found uuassociated with any inflammation 
of the connective tissue, but that a parametritis, or cellulitis, 
generally affects the pelvic peritoneum on the affected side.* 
Fortunately these doubts about the pathology do not conflict 
with the treatment. 

The third question—What are the channels of infection? 
now remains for our consideration. Here, gynecologists are 
again at sea. Of course the womb and the vagina are the 
open gateways through which the disease first enters. No 
one disputes this; but, once the poison gains a foothold, how 
does it travel on and gain access to the serous and the con- 
nective tissues? Does it go directly and first to the periton- 
eum through one of the oviducts as a salpingitis? Does it 
invade both tissues by the more round-about way of the 
veins, as a phlebitis? or of the lymphatics, as a lymphangitis? 
Or again, does it make a short cut to both tissues by direct 
transmission through the wall of the womb? In puerperal 
septicemia it is probable that the poison enters the pelvis 
through all these channels, for endometritis, metritis, phle- 
bitis, lymphangitis then co-exist. But in non-puerperal 
septic infection—such as that from gonorrheea, or that arising 
from gynecological operations—it is more likely that the in- 
flammation, following the usual course of inflammation—that 
of continuity of structure—travels up the mucous membrane 
of the endometrium, and enters the peritoneal cavity through 
the oviducts.t In other words, the inflammation first appears 
as an endometritis, next as a salpingitis, then as a peri- 


*H. R. Bigelow, American Journal of Obstetrics, December, 1886, p. 1254. 
7 W.M. Polk, 7he Medical Record, September 18, 1886, p. 310. 


248 PERI-UTERINE INFLAMMATION. 


ovaritis, and finally as a peritonitis—either diffused or local- 
ized—cellulitis being a secondary product and coming from 
contiguity of structure. ° 

In support of these views Coe, the conscientious pathologist 
of the Woman’s Hospital of New York, states* that ‘‘ Of half 
a dozen fatal cases of hystero-trachelorraphy and incision of 
the neck, in which I enjoyed the rare opportunity of study- 
ing carefully the sequences, what,was the cause of death? 
In every instance it was acute diffuse peritonitis. ‘The inflam- 
mation could be traced straight up from the wound along the 
mucous membrane of the uterus as an endometritis, along 
the tubes as a pyo-salpinx, and thence to the peritoneal 
cavity. In none of these cases was there any evidence of 
acute cellulitis, although old cicatrices were not wanting.”’ 

Welch, who has had exceptional opportunities for making 
autopsies of women who have died from supposed cellulitis, 
writes: ‘‘I do not wish to be understood as altogether deny- 
ing the occurrence of inflammatory exudation primarily into 
the pelvic connective tissue; I do, however, believe that the 
frequency of such primary exudations is greatly exaggerated, 
and it certainly has been my experience to find that the vast 
majority of cases which have been diagnosticated before death 
as cases of para-metritis, or pelvic cellulitis, have proved, if 
they came to autopsy, to be cases of circumscribed exudations 
into the pelvic peritoneal cavity (pelvic peritonitis). I am 
led to believe that the various hardenings and tumefactions, 
which, when felt near the uterus, are often considered evi- 
dences of pelvic cellulitis, acute or chronic, are in most cases 
due to acute or chronic pelvic peritonitis.’’ 

It also appears that the tumors, or masses, produced by 
these inflammations, are not found in the connective tissue, 
but are made up of ovary, oviduct and exudates. Some- 
times, as I have seen, a knuckle of intestine, or even the 
omentum, is included inthem. In the discussion following 
the reading of Dr. Coe’s paper, Wylie asserted, from a large 


* New York Medical Journal, May 15, 1886. 
t New York Medical Journal, Oct. 9, 1886, p. 399. 
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clinical experience, that ‘‘ Most of the limited inflammations 
of the pelvic peritoneum occurred in the posterior folds of the 
broad ligaments, the resulting adhesions tending to draw 
the tubes and ovaries down below the level of the cervix 
uteri. ‘The indurations, which used to be called cellulitis, 
were really such prolapsed tubes and ovaries, surrounded by 
adhesions.’? Again, Aran, a French writer, states that, 
‘‘In the centre of the (exudation) tumor we find one or both 
appendages of the uterus—viz., ovary and tube.’’* Goffe 
contends, that ‘‘ Large inflammatory tumors of the pelvis— 
that fill the cavity or extend even above it—if they come to 
antopsy, are found to be due to plastic inflammation of the 
peritoneum, agglutinating together the uterus, its appendages 
and large masses of intestines—involving even the omentum. 
If the inflammation clear up, there has simply been a plastic 
peritonitis with or without bands of adhesion following in 
its train. If the inflammation runs on to suppuration, 
an abscess forms.’’t 

According to Polk,{ to whom I am greatly indebted for 
much information on this difficult subject, ‘‘’These masses of 
tube, ovary etc., are, as a rule, attached to the posterior face 
of the broad ligament, sometimes well up, again low down, 
but may also be in direct contact with the uterus, attached 
to its side, or its posterior face; sometimes in as close contact 
with the latero-posterior aspect of the pelvic wall, a free 
space existing between the mass and the uterus. Then, 
again, you may have the entire region posterior to a broad 
ligament, from the pelvic floor to the brim, filled with the 
mass; these may be single, on but one side; but quite often 
they exist on the posterior face of both broad ligaments, and 
‘if extensive, by coalescing they may fill the whole of the 
posterior portions of the pelvis... .In the formative or 
acute stages of these masses, you will find an abundant 
supply of serous exudation filling the interstices between and 

* Para-and Peri-Metritis, by Matthews Duncan. 

t New York Medical Journal, October 9, 1886, p. 299. 

t Zhe Medical Record, September 18, 1886, p. 313. 
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about the viscera implicated; and this exudate is responsible 
for the boggy sensation given the examining finger, and for 
the size and smoothness of contour presented a little later. 
This inflammatory mass not only contains, but is surrounded 
by, organized lymph thrown out by the implicated periton- 
eum. ‘The exudation at the periphery serves to circumscribe 
the mass, and thus stands as a barrier between the central 
inflammatory nidus and the general peritoneal cavity. Some- 
times this proves ineffectual, and then to the picture hereto- 
fore confined to the pelvis we have general peritonitis added. 
Entering the mass, we find the evidences of inflammation 
best marked about the fimbriz of the tube, or tubes, from 
whence it can be traced directly into their cavities.’ Dr. 
Polk goes on further to say that the end of the oviduct will 
always be found in the centre of the inflammatory mass, and 
the ovary near by. But the latter may be attached to the 
pelvic wall, to the side of Douglas’s pouch, to the rectum, to 
the sigmoid flexure, to the czecum, to the posterior face of the 
broad ligament, to the womb, and to the bladder. The ad- 
herent ovary and its corresponding oviduct, in fact, form in 
a large number of cases the inflammatory mass; for when the 
former are removed by an operation, the mass at once disap- 
pears. ‘These statements Dr. Polk abundantly substantiates 
by numerous cases, in which the parts were examined during 
a laparotomy or at an autopsy; and he comes to the incon- 
trovertible conclusions. 

. “*First.—That the inflammatory masses commonly found 
about the uterus, which are described under the headings, 
‘Pevic Cellulitis’ and‘Pelvic Peritonitis,’ are the results of 
salpingitis, plus peritonitis—the tubal disease being the direct 
result of disease of the uterus; that such masses are composed 
of the tubes and ovaries, with sometimes adjacent viscera, 
the whole being united by recent or by organized lymph, the 
interspaces in acute cases, and sometimes in chronic cases, 
being filled with serous exudate; that such swellings may be 
augmented by secondary infiltration of the adjacent sub- 
peritoneal connective tissue, but such infiltrations are subor- 
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dinate in extent and influence to the peritoneal inflamma- 
tion. 

Secondly.—That these masses do not originate directly 
from the uterus or the vagina as a cellulitis, except as the con- 
sequence of an evident septicemia ingrafted upon those organs, 
after an abortion, a miscarriage, a labor, or after some opera- 
tion; that, even in such cases, it is more than probable that 
salpingitis and peritonitis will be associated with and pre- 
dominate over the cellular inflammation; that when these 
masses do begin as a cellulitis (the patient surviving the sep- 
ticeemia), they rapidly tend to suppuration; that they end 
very rarely in chronic indurations and swellings.”’ 

From a large clinical experience, which supports the views 
of these gentlemen, I feel bound to subscribe to them. I, 
therefore, deem it best to take a broad, or generic, view of the 
subject, and to treat it as if it were a single entity, and not 
made up of two entities. It will certainly simplify matters 
better, both in comprehension and in treatment, to designate 
this group of contiguous inflammations under the one term 
of peri-uterine inflammation, than to divide them, as is 
usually done, into pelvic peritonitis and pelvic cellulitis. 

Peri-uterine inflammation has like all other inflammations 
four stages: 1st. That of florid congestion; 2d. That of serous 
exudation; 3d. That of organization; and 4th. That of sup- 
puration. Resolution, however, in the majority of cases, 
takes place after either the first or the second stage, and the 
formation of pus is fortunately the exception. Yet, pus may 
form without its being discovered, for it may be discharged 
too high up in the bowel to be recognized in the feces; or it 
may be formed in small quantities and be resorbed; or it may 
collect in a circumscribed locality and stay there indefinitely 
without pointing, behaving, in fact, like a cold abscess. Res- 
olution after the 1st stage leaves no traces of the inflammation 
behind it, and so may resolution after the 2d stage. But 
often in the latter, the exudation of serum and of plastic 
lymph, instead of becoming resorbed, becomes organized, 
leading to adhesions of the pelvic organs or to permanent 
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thickening of the peri-uterine tissues. Sometimes the liquor 
sanguinis may not be wholly absorbed, but will remain en- 
cysted in the cavities formed by the lymph during its process 
of organization. ‘This I have occasionally seen. ‘The 4th 
stage—that of suppuration—I shall describe when I come to 
speak of pelvic abscesses. 

Etiology.—Peri-uterine inttiammation comes from abortions, 
because the ovum then has to be cast off from the whole sur- 
face of the womb to which it is attached in the early months 
of pregnancy, and from the large raw surface endometritis is 
very likely to occur. Criminal abortion is especially liable 
to be followed by endometritis, because in addition to the 
foregoing reason, labor is induced before the ovum has in any 
way became detached, and it is therefore violently torn away 
from the womb. ‘The bruises and other lesions of natural 
labor will sometimes kindle up these inflammations, but very 
rarely if antiseptic midwifery has been scrupulously resorted 
to. In these cases the septic poison is probably transmitted 
in a great measure through the planes of areolar tissue, which 
bear the brunt of the inflammatory attacks, and tend greatly 
to suppuration. Yet even then the salpingitis and peritomitis 
will in the end overshadow the cellular lesions. Every oper- 
ation performed on the uro-genital tract may be followed by 
peri-uterine inflammation; even intra-uterine applications, and 
those applied simply to the cervical canal. ‘The pressure of 
a pessary and the introduction of the uterine sound have, to 
my knowledge, been causes. So have the sudden suppression 
of menstruation by a chill, and the regurgitation, through an 
open oviduct, of menstrual fluid or of other uterine secretions 
or excretions, when the womb is so badly flexed, or the cervical 
canal so narrow, as to prevent an easy escape into the vagina. 
Any kind of discharge into the peritoneal cavity, of blood, 
of serum, or of pus will almost ‘always light up an inflam- 
mation of the pelvic peritoneum to which it gravitates. Any 
external violence may resnlt in inflammation of the peri- 
uterine tissues; so even may the careful examination by a 
physician of the pelvic organs by abdominal manipulation or 
by vaginal palpation. 
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Gonorrhceal infection is unfortunately a most common 
factor in the production of this inflammation, especially the 
gleety form, when the man deems himself cured, or at least 
incapable of communicating the disease to the woman. ‘The 
vagina first becomes involved, next the endometrium, then 
the inflammation steals up the mucous membrane of the ovi- 
duct, causing a salpingitis, and finally attacks the ovary and 
the peri-uterine peritoneum, sealing the one to the other, oc- 
cluding the oviduct, and greatly disorganizing the reproduc- 
tive apparatus. ‘The woman remains, usually for the rest of 
her menstrual life, more or less of an invalid, and she is com- 
monly sterile. It is this form of peri-uterine inflammation 
that is less amenable to treatment than any other, and that 
demands more frequently than any other the removal of the 
uterine appendages. Often have I found the ovaries the seat 
of a foul abscess, or the oviducts greatly distended with serum 
or with pus. 

Symptoms.—Pelvic pain is usually the most common and 
the most exacting symptom, but its site and its character 
will vary according to the tissue in which the inflammation 
begins. If the connective tissue be first involved, the pain 
will be of a dull throbbing character, gradually increasing in 
severity, and will be referred usually to one or the other 
broad ligament. If the inflammation starts in the perito- 
neum, there will often be severe stabs of pain in the uterine 
region. These are sometimes so severe as to cause the patient 
to scream out or to writhe with agony. In puerperal inflam- 
mations the initial symptom is often a chill, sometimes not 
amounting to more than mere creeps, at other times to a 
severe rigor; but this is rare in the other forms, unless the 
attack is a very sudden and acute one. The bladder usually 
becomes irritable, and micturition is frequent and painful. 
This is brought about, either through reflex action, or from 
inflammation of the vesical peritoneum, or from phlegmon of 
the connective tissue lying around its neck. Constipation is 
the rule, but occasionally the reverse obtains, and the diar- 
trhoea may prove very stubborn. The temperature shows 
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evening exacerbation—in mild cases it rarely rises above 102°; 
yet no matter how mild the case, the pulse is as rarely found 
under 110. More commonly it will reach to 120 beats in the 
minute. In severe cases the temperature may rise to 105° or 
even higher, with the pulse not over 120; but usually in such 
cases the pulse sympathizes, and beats from 120 to 140 times 
in the minute. ‘The prognosis then is a grave one. 
Tympanites is rarely absent; the abdominal wall in the 
pelvic region is very sore to the touch, and the patient, in 
order to relax the abdominal and pelvic muscles, usually lies 
on her back with the knees drawn up. Ina few days, the 
period of effusion having ended, or its brunt having passed, 
all the symptoms improve; the pain lessens, the temperature 
falls, and, if absorption of the exudate and resolution begin, 
the patient gradually recovers, and will be able to leave her 
bed in from one to two weeks. If, however, the exudation is 
plastic from the outset, it will agglutinate peritoneal surfaces 
one to another, and the adhesions may become organized and 
pseudo-membranous. In this way the pubic organs, womb, 
ovaries, bladder, rectum and intestines may become matted to 
one another in one mass, or the womb may be bound down to 
the sacrum: the patient is then left more or less crippled for 
life from these lesions. Not infrequently the inflammation 
reaches the fourth stage, that of suppuration, which is com- 
monly ushered in bya rigor or by creeping chills, followed bya 
rising temperature and increase in the pulse-rate. Hectic fever 
with evening exacerbations and night-sweats usually indi- 
cates this stage, and it generally continues until the pus 
gains an outlet, either naturally or artificially. The most 
frequent, and also the most desirable, channels through 
which the pus escapes, are those of the vagina and the rec- 
tum. When the abscess bursts into the rectum, tenesmus 
and a diarrhoea of short duration usually occur, followed by 
great relief in the pelvic distress. If the abscess bursts low 
down, pus will be detected in the stools: but not, if the open- 
ing is high up. Sometimes the bladder is perforated, and 
the pus then escapes with the urine; but this is not so favor- 
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able a mode of exit. The abscess may point in the abdominal 
wall, and be discharged in the groin above Poupart’s liga- 
ment; or below it through the saphenous opening. Very rarely 
it finds an egress through the obturator foramen or the sacro- 
sciatic notch. Several times have I seen the pus burrow in 
the connective tissue lying between the rectum and vagina, 
and escape through four or five openings around the anus 
and vulva. Owing to adhesive inflammation and to the pro- 
tective barrier of organized lymph, the abscess very rarely 
bursts into the peritoneal cavity—a mishap which almost 
inevitably ends in death. Should the abscess burst at its 
most dependent point, and the cavity be single, it stays col- 
lapsed and soon heals up, the abscess-wall being in time 
absorbed. When, however, the outlet lies above the floor of 
the abscess, or there are several pus-pockets, or but one 
cavity has burst, abscess after abscess will form and burst, 
the pelvic cellular tissue becomes riddled with fistulous tracts, 
and the disease may last a lifetime. 

Physical Signs.—Early in the disease a vaginal examina- 
tion will elicit an unusual heat of the parts, and great sore- 
ness and lack of elasticity in the roof of the vagina, especially 
at the site of the inflammation. A few days later thickening 
and rigidity of the vaginal roof will be found, boggy like 
tallow when the areolar tissue is the one more affected, and 
dense and hard when the peritoneum is the tissue mostly in- 
volved. Very tender inflammatory masses will be found 
around the womb, often displacing it. The exudates which 
lie behind the womb are usually perimetritic, or peritoneal; 
those on the sides—viz., in the broad ligaments—are mostly 
parametritic, or cellular. Yet so very rarely is the disease lim- 
ited to one tissue, that the exudates usually indicate inflamma- 
tory action in both tissues. A perimetritis may possibly be 
unassociated with a parametritis, but the latter very generally 
involves the peritoneum of the affected side. The exudation 
in the two tissues of the broad ligament, very often can be 
felt and outlined through the abdominal wall. Sometimes, 
indeed, when pus forms, it becomes a prominent tumor, visible 
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to the eye. The womb will be more or less fixed, as if melted 
tallow had been poured around it and had cooled to solidity. 
Displacement of this organ by the exudation tumor, will also 
take place, laterally and towards the opposite and healthy 
side if one broad ligament is affected; downwards and for- 
wards if the post-uterine tissues are involved. If retroverted 
or retroflexed, this organ will be found so firmly bound down 
in that position that it cannot be replaced, and any effort 
made to move it will canse great pain. As resolution and 
resorption take place, the exudates grow smaller, the womb 
becomes more movable, until finally, in many cases, the parts 
are restored almost to their originally healthy condition; but 
perhaps never wholly. In a large proportion, however, the 
finger will detect hardening and thickening in some portion 
of the vaginal roof, which may remain indefinitely. Should 
pus form; the characteristic boggy feeling will be perceived 
per vaginam in some portion of an exudate. When suppura- 
tion takes place in the broad ligaments, it can often be de- 
tected by palpation through the abdominal wall. 

Chronic Peri-uterine Inflammation.—It is probable that, 
like those of inflammation of the pleura, the effects of peri- 
uterine inflammation, especially when peritoneal, never 
wholly disappear. In the mildest cases some thickening of 
the membrane will remain constant. While, in severer cases, 
thick bands and strong adhesions, together with dense 
masses of new tissue, will displace and imprison the vari- 
ous pelvic organs, which will be found more or less fixed in 
position. ‘The womb and ovaries will have lost mobility, and 
attempts to move them will give pain. One broad ligament 
or both will be dense and inelastic. The womb may be dis- 
placed downwards and firmly held in a retroverted condition 
by adhesions to the sacral peritoneum. Or it may be 
pulled over laterally towards.the affected side by cicatricial 
contraction of the broad ligament. ‘The ovaries with thick- 
ened capsule may be prolapsed and fixed, thus causing pain 
in coition. ‘The tubes will either show no traces of inflamma- 
tion except thickening at their fimbriated extremity, or they 
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will be thickened, occluded, dilated, or bound in tortuous 
coils to the womb, to the lower face of the broad ligament, 
to the floor of Douglas’s pouch, or to the pelvic wall. Some- 
times they will contain pus, or a muco-purulent fluid; more 
frequently they will be distended by a clear fluid or by a 
bloody one. 

In the chronic form of this inflammation sterility usually 
obtains. This is caused either by the thickening of the 
ovarian capsule, which prevents the escape of the ova, or by 
occlusion of the oviducts, or by dislocation and thickening of 
the fimbriz. The woman is never wholly well. She has 
constant backache, more or less of pelvic pain, interfering 
with locomotion, and endometritis with leucorrhoea and men- 
strual derangements. ‘There will very often be dull ovarian 
pains, or sharp ones, radiating from the groin, especially 
from the left one. Sciatic pains are not unusual, and 
recurrent pelvic inflammations by no means uncommon: 
Reflex symptoms, such as irritability of the bladder, and nau- 
sea or even vomiting are rarely absent. Sexual desire is 
often quenched, and sexual intercourse is painful from the 
fixedness and inelasticity of the parts. Nerve-prostration is 
a frequent attendant on this disease, and then adds its group 
of protean symptoms to the pelvic ones. 

Treatment.—lIn the acute stage of peri-uterine inflammation, 
absolute rest in bed must be insisted upon until all inflamma- 
tory action has ceased. For the pain, some preparation of 
opium must be given and in full doses. In this disease, 
opium is our sheet anchor. I have seen one hypodermic in- 
jection of morphia cut the disease short; but my favorite 
way of administering this drug in this disease is by supposi- 
tories, each one containing a grain of the watery extract of 
opium. One suppository may be given every two, three or 
four hours, according to the urgency of the suffering. 
Quinia in ten grain-doses should also be prescribed until a 
marked impression is made either on the temperature or or 
the sense ot hearing. If improvement in temperature and in 
the pulse-rate fail to follow the use of quinia, the tincture of 
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aconite in drop doses can be cautiously employed. I have 
always derived benefit from a large poultice of Indian meal 
or of ground flaxseed, applied to the abdomen as hot as can 
be borne and changed frequently. From the first, if the tem- 
perature is high, an ice-cap ought to be applied to the head. 
Sometimes, if the inflammatory symptoms do not yield, an- 
other ice-cap may be advantageously substituted for the hot 
poultice; but, in my experience of this disease, warm applica- 
tions to the abdomen are more grateful than cold ones. 
From the outset of the inflammatory symptoms, very good 
effects will be gained by vaginal douches of hot water, re- 
peated twice aday. ‘The quantity of water used should not 
be less than a gallon, and its temperature as hot as can be 
borne. If the nozzle be made of hard rubber instead of 
metal, a temperature of nigh 120° can be sustained without 
discomfort. In patients of full habit exhibiting signs of a 
frank peritonitis, and not of a septic one, local or general ab- 
straction of blood will be followed by marked benefit. 

By the foregoing means the inflammation may be cut short 
and the disease end by resolution. Usually, however, the 
second stage is reached with more or less of exudation. A 
vaginal examination will now reveal a fixedness of the womb, 
and thickening and great tenderness of the tissues above 
the vaginal vault. Later, exudation-masses may be found 
laterally in the broad ligaments, or posteriorly in Douglas’s 
pouch. ‘The object of the physician should now be to pre- 
vent the organization or the suppuration of the exudates. 
The abdomen below the umbilicus should be painted with 
the tincture of iodine until the skin becomes raw, or blisters 
may be applied. Strangury is less likely to follow the use 
of blistering fluid, and I therefore prefer it. Three coats 
should be applied, and the belly immediately covered with a 
poultice. Iron should not, as a rule, be given, as it tends to 
increase pelvic congestions. ‘The quinia must be continued, 
but in smaller doses, and mild vegetable tonics resorted to, 
such as the compound tincture of gentian. ‘The latter I 
usually combine with potassium bromide and potassium 
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iodide. At this stage of the disease, when the brunt of the 
inflammatory symptom has passed, and‘ organization of the 
exudates is threatened, the following prescription will be 
found very valuable: 


RK. Hydrargyri chloridi corrosivi, gr.j. 
Ammonii chloridi, 3 ij.-3 iv. 
Misture glycyrrhizz co. f yj, ay 

Sig.—One dessertspoonful in water every six hours. 


I. 


When the fever has wholly passed away, and nothing but 
exudates remain, the treatment should consist of daily 
douches of hot water, tampons of cotton saturated with boro- 
glycerine, and the application of a strong tincture of iodine to 
the vaginal roof, every fourth or fifth day. Alterative tonics 
will now come into play. One of the best is the ‘‘ Mixture 
of the Four Chlorides:’’ 


RK. Hydrargyri chloridi corrosivi, gr.j. 
Liquoris arsenici chloridi, gtt.xlviij. 
Tincture ferri chloridi, 
Acidi hydro-chlorici diluti, aa fiv. 
Syrupum zingibéris ad £3 vj. M. 


Sig.—One dessertspoonful in water after each meal. 


Other very excellent tonics are Basham’s mixture with 
fractional does of strychina, and a mixture of one part of 
Fowler’s solution to nine of the syrup of the iodide of iron. 
Ten drops of the latter mixture are given after each meal on 
the first day; eleven drops after each meal on the second 
day; twelve drops after meals on the third day, and so on 
until, on the twentieth day, thirty drops will be given after 
each meal. The dose is then lessened daily by one drop, 
precisely as it was increased, until ten drops are again 
reached. In ordinary cases, in from four to six weeks the 
patient is restored to comparatively good health. The cure 
is indicated by the absorption of the exudates, by the disap- 
pearance of the backache, pelvic pain and endometritis, and 
by the re-establishment of natural menstruation. 

Often, however, the patient does not show the foregoing 
signs of improvement, and does not return to her former good 
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health. A condition of chronic peri-uterine inflammation 
now obtains. ‘The organization of some of the exudates has 
taken place, and the pelvic organs are either matted together, 
or they stay fixed at some point and are immovable. Usually 
the womb is retroverted, and fastened to the sacrum by false 
membranes. ‘The ovaries are often displaced downwards and 
glued firmly to the floor or to the sides of Douglas’s pouch. 
This unnatural condition of these parts causes pelvic and 
ovarian pains, which shoot down the sciatic and genito- 
crural nerves, or radiate towards the groin and back. Loco- 
motion is crippled, the upright position causes pelvic throb- 
bing, the bladder is irritable, the bowels are costive, the 
appetite poor and capricious, night sweats are not uncommon, 
sexual desire is usually quenched, cditus generally gives much 
pain, and the woman’s health declines. Sometimes at every 
menstrual flow, acute but local inflammation is rekindled, 
and the patient thus becomes a chronic invalid. For this 
chronic form of the disease I have found nothing so effectual 
as absolute rest in bed, with massage, electricity, a liberal 
diet and such tonics as I have just mentioned. Gentle man- 
ipulation, or massage, of the fixed pelvic organs will now be 
of great service, followed by applications of iodine to the 
vaginal roof, and tampons of boro-glycerine. The massage 
is made by the physician, who will gently move the cervix 
to and fro, and raise and press upon the retroverted fundus and 
upon all the pelvic tissues. "These movements, by stimulat- 
ing the lymphatics, promote absorption of the exudates. They 
also lengthen out the adhesive bands, and thereby give greater 
mobility to the parts; but they must be made very gently and 
without the infliction of much pain. When pain is localized 
—and it usually is in the left ovarian region—a succession of 
small blisters will often give much relief. After the patient 
has improved sufficiently to warrant a journey, she should be 
sent either to the sea-shore or to the mountains. 

By these means, a lady thus afflicted will be restored to a 
very fair condition of health—sometimes to perfect health. 
But usually she never is the same woman that she was. She 
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is liable to. remain sterile, to have diseased ovaries and ovi- 
ducts, and to suffer from menstrual derangements and pelvic 
aches, until the menopause is established. Occasionally no 
benefit will inure from this treatment, and the question may 
come up as to the desirability of breaking up uterine adhe- 
sions by abdominal section, and of removing the disordered 
ovaries and oviducts. Especially will this question come up 
whenever these organs are-clearly enlarged and diseased, or 
menstrual exacerbations increase the trouble, and add to it at 
every month. But, while warmly advocating this radical 
treatment when it is called for, I know of no operation which 
has been more abused. ‘The operation of odphorectomy will 
be described in its proper place. 

Pelvic Abscess.—In spite of the promptest treatment of the 
acute inflammation, abscesses will form. Usually their exist- 
ence can be determined by palpation, but very often, until 
pointing occurs, the physician will have to be guided wholly 
by the symptoms, such as chills, sweats and hectic fever, yet 
these are not always pathognomonic. ‘The golden rule for 
pelvic abscesses is the same as that for abscesses in any other 
part of the body—viz., to liberate the pus as soon as its pres- 
ence has been ascertained, provided it can be reached without 
danger to intervening structures, and provided delay will 
simplify the operation and do no mischief to the patient. 
Very often, however, a pelvic abscess forms and bursts into 
the rectum, without the possibility of any interference on the 
part of the physician. When the abscess can be felc per 
vaginam, and the intervening tissues are thick, it should be 
emptied by the aspirator and washed out with a one to one 
thousand solution of corrosive sublimate. Should it refill or 
should it point towards the vagina, a small incision must be 
made into it. The beak of thelight uterine dilator is then 
passed in, and the opening made much larger by divulsion. 
This greatly lessens the danger of hemorrhage. A drainage- 
tube must now be inserted and kept there until the abscess 
has healed up. For a drainage-tube the glass one used by 
ovariotomists answers admirably, provided the flaring end is 


262 PERI-UTERINE INFLAMMATION. 


passed in first; and so will the ordinary rubber catheter, but 
it must be secured by outside straps. Daily injections of a 
5% solution of carbolic acid, or a 1:2000 solution of corrosive 
sublimate should be made. 

All these abscesses should, as a rule, be opened where they 

point; but if the abscess can also be felt through the roof of 
the vagina, a counter opening in this, its most dependent por- 
tion, is often of great advantage.. In chronic abscesses the 
fistulous tract should be enlarged, preferably by the uterine 
dilator, and a drainage-tube put in. Where several fistulze 
exist the most dependent one is chosen for this purpose. 
When a fistulous tract in the groin remains unclosed, a good 
plan is to probe it with a uterine sound, and to cut down 
upon the tip of the sound if it can be felt through the vaginal 
roof. A rubber drainage-tube can now be drawn through 
the whole tract, and the abscess cleansed daily. Some obsti- 
nate abscesses I have cured by constant irrigation with a 
claret-colored solution of potassium permanganate. Carbolic 
acid is too virulent a poison to be used in irrigation, at least 
I have found it so. When an abscess empties into the rectum 
or the bladder, and remains chronic, a counter opening should, 
if possible, be made in the vaginal roof, and a tube put in. 
To do this safely, the operator must seize the moment when 
the abscess has filled, and can be felt through the vaginal 
roof. Very often, however, the fistula never closes and the 
abscess cavity, being always in state of collapse, cannot be 
distinguished. In such a case, search in the rectum for the 
mouth of the fistula, pass into it a sharply-bent uterine 
sound, cut down upon its tip through the vaginal roof and 
insert a drainage-tube. This operation I have repeatedly 
performed, and always with success. When the fistula opens 
into the bladder, and the walls of the abscess are always col- 
lapsed, the only remedy, as it seems to me, is to open the 
‘abdomen, find out the exact position of the pus-cavity, and, 
guided by the hand in the abdomen, to make a counter-open- 
ing into it per vaginam. I have done this once, and with 
complete success. 
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In chronic abscesses in which pointing is delayed or does 
not take place, and the condition of the patient demands inter- 
ference, laparotomy should be performed. An incision long 
enough to expose to view the abscess-wall, should be made 
in the “ea alba very near to the pubes. If the sac fortunately 
be found adherent to the abdominal wall, it should be incised, 
the pus let out, the cavity washed out with a solution of cor- 
rosive sublimate, and a glass drainage-tube put in. If the 
sac is not adherent, it should be surrounded by sponges, and 
emptied by the aspirator. The opening should then be en- 
larged, and its edges included in the sutures which close up 
the abdominal wound. A drdinage-tube is put in, and the 
cavity kept cleansed until it heals up from the bottom. If 
the sac is too small for its upper walls to be brought in con- 
tact with the abdominal wall, a counter-opening should be 
made into it per vaginam, and a tube introduced by that 
channel. Old and neglected abscesses are sometimes stimu- 
lated into healing up, by curetting the pus-secreting surfaces. 

Of course, as in other chronic abscesses, due regard must 
be paid to supporting the system and building it up, by 
tonics, stimulants, and a liberal diet. In weak patients rest 
in bed is imperative, and general massage or electricity will 
often do much good. 


LESSON XXL 


LACERATION OF THE CERVIX UTERI. 


‘en cervix uteri often gives way during labor, far more 
frequently than it ought—far more frequently, indeed, 
than it would, were nature oftener allowed to take the lead. 
In these busy days there is unfortunately a tendency to urge 
on labor, more, I fear, for the sake of the physician than for 
that of his patient. the means used for this purpose are, 
the early rupture of the membranes, the administration of 
ergot, the resort to the forceps before the os uteri has become 
dilatable, and the efforts made to push up the thinned-out 
cervix over the presenting part. Now, these means hasten 
the passage of the head through the os uteri, and conse- 
quently they are fraught with danger to the integrity of the 
cervix. Among them the early breaking of the bag of 
waters takes rank, for it is far more frequently resorted to 
than any other mode of quickening labor. 

To shaw how common this practice has of late become, let 
me give some instances: Ata meeting of one of the branch 
societies of the British Medical Association, a member stated* 
that ‘‘he was in the habit of rupturing the membranes as 
soon as he arrived in every case of labor, and found this very 
useful.’? Another remarked ‘‘that at one time he thought 
the membranes were of some use, but he did not now believe 
it.’ Yet each of these statements was allowed to pass un- 
challenged. Again, a late writer,{ in giving an analysis of 
eight hundred cases of labor, says: ‘‘I have never found any 
ill effects from rupturing the membranes when the os is the 
size of a shilling, but find that the child’s head is a better 

* British Medical Journal, January 5, 1878, p. 17. 

+ London Lancet, October 20, 1877, p. 569. . 
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wedge than the bag of liquor amnii. I am further convinced 
that much assistance can be rendered by the accoucheur 
gently dilating the os uteri with the finger during a pain, 
after the rupture of the membranes.’’ Instead of sharply 
criticising this unsound practice, a leader* in one of the most 
influential British medical journals, to my surprise, warmly 
upheld it. ‘‘Dr. Matthews Duncan,’’ it adds, ‘‘ in his book 
on the ‘Mechanism of Natural and Morbid Parturition,’ has 
given experiments which go to show that the pressure ne- 
cessary to rupture the membranes is about as great as that re- 
quired to expel the child. It seems reasonable to suppose 
that if less force is expended in rupturing the membranes, 
there will be more in reserve to expel the child.’ Now, all 
this I cheerfully grant, and if the chief end of the obstetrician 
be to deliver his patient guzckly, the early rupture of the bag 
of waters is a means to the end. But, if his chief end is 
to deliver his patient safely, he must, other things being 
equal, let the membranes alone until the os has fully opened. 
And this advice holds with greater force in first labors, in 
which such rents of the cervix uteri far more frequently take 
place. 

This lesion may happen at any point in the rim of the os 
uteri, but when single the site of the fissure is usually on the’ 
side towards which the vertex presented, and it is therefore 
more often found on the left verge. When the rent is a dou- 
ble one, the cleft, according to my observation, usually runs 
across the cervix from left to right, splitting it into a fore-lip 
and a hind-lip. 

Apart from bleeding, no immediate symptoms attend this 
lesion. ‘The cervix is so lengthened out, bruised, and swol- 
len by the passage of the child, and it hangs down from the 
vaginal roof so limp, that a rent in its rim is not easily dis- 
coverable directly after labor. Such a lesion may, however, 
be suspected whenever an oozing, or even a flooding, keeps 
on, notwithstanding that the womb is firmly contracted and 
the perineum is uninjured. I have seen an alarming flood 
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* London Lancet, November 3, 1877, p. 662. 
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ing happen from this cause, but this is rare, because, as 
shown by Emmet, although the rent may extend beyond the 
line of junction with the vaginal roof, the utero-cervical 
artery, or circumflex branch of the uterine artery, from its 
own elasticity and from its loose connections with the parts, 
will usually stretch, and thus escape being torn across. 

The behavior of such a rent depends largely upon its site. 
If it be in the fore-lip or in the hind-lip of the cervix, or even 
if it cleave the cervix in two through the conjugate diameter, 
it will very generally heal up, and that by the first intention. 
This fortunate result happens, because the greatest play of 
the womb being forward and backward, the fissure-line coin- 
cides with the line of the greatest uterine mobility. The lips 
of the wound, therefore, do not spread apart, but are kept 
together by the elastic compression of the vaginal walls. 
When, however, the rent is lateral, or it cleaves the cervix 
transversely, the fissure-line no longer coincides with the axis 
of motion, but crosses it. Also, in the up and down play of 
the womb, the hind-lip is liable to hitch on the sacrum and 
be forced away from its fellow. Hence these two sets of 
uterine movements, together with exuberant growth of the 
submucous cervical tissue and hypertrophy of the Nabothian 
glands, tend to separate the flaps and keep the wound from 
healing. 

When immediate union takes place,-nothing untoward 
happens beside the primary symptom of bleeding. But, if the 
wound is a deep one, and slow to heal up, or it gapes open 
and fails to close, symptoms of peri-uterine inflammation are, 
in my experience, pretty sure to show themselves. On the 
third or the fourth day the woman will complain of pain in 
that broad ligament which corresponds to the torn side of the 
cervix. This pain is often ushered in bya chill. Occasionally, 
if the rent be a double one, the inflammation, after subsiding 
on one side, will take a fresh start on the other. The pulse 
keeps up and the body-heat runs high. Sometimes pain will 
be absent, and the inflammatory symptoms latent, yet the 
convalescence will be slow, unaccountably so unless firin 
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pressure be made in each iliac fossa, when the woman will 
flinch. 

By retarding the process of involution, such inflammations 
keep the womb bulky, make the lochia too abundant, and 
delay the convalescence. If the rent heals up, the woman’s 
health will in time become re-established; but should no 
union take place, she will rarely be the same woman that she 
was before her labor. When she leaves her bed she may 
complain of a sense of weight in the pelvic regions, of back- 
ache, of a constant tired feeling, of loss of sexual desire, of 
pain during coition, or of a show following it- Her linen 
will be stained and stiffened by an abundant leucorrhceal dis- 
charge. ‘The menses will usually be profuse, and the inter- 
vals between them shorter. 

In time the nervous system becomes deranged. The woman 
loses sleep, and gets to be a complaining and an hysterical 
creature—perhaps, indeed, a confirmed invalid. Sometimes 
lactation, by keeping the menses in check, and by its deriva- 
tive action on the blood supply of the womb, will stave off 
these symptoms. But as soon as the child is weaned, or the 
menses reappear, the woman will begin to complain. 

Here, I bring before you a case in point. This woman was 
delivered instrumentally of her first child some four years 
ago, and has ever since complained of such symptoms as I 
have just given you—the symptoms arising from a womb 
arrested in its involution. ‘Two years ago, and again last 
year, she miscarried when two months gone. ‘These mishaps 
seemed to add fuel to the flame, and she became much worse. 
She is now weak and miserable, sleeps and eats badly, is 
never without some ache, is low-spirited and hysterical, and 
altogether in a pitiable condition. 

Now, what has happened to produce all these troubles? As 
I expose the cervix, those of you near by can see apparently 
a blood-red erosion around the os uteri. But it is not an 
erosion; in her first labor her cervix was split open bilaterally 
up to the vaginal junction, as is represented in this diagram 
(Fig. 80), and the rent has never healed up. ‘The flaps of the 
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wound have spread apart, and curled over like a split celery- 
top, exposing the cervical canal. Chafed by constant at- 


Fic. 8o. 


CERVIX TORN BI-LATERALLY UP TO VAGINAL JUNCTION. 


trition on the posterior vaginal wall, the now unshielded 
lining membrane of this canal began to shed its epithelium 
faster than it could be replaced, and became raw. Involution 
was arrested, and the heavy womb, having lost its vaginal 
prop, sagged down. ‘Then, losing its angle of attachment to 
the vagina, it came to lie more like the stopper of a bottle— 
that is, more in the axis of the vagina. The male.organ now 
impinges, not as before on the front aspect of the cervix, or 
below it, but directly into the split and gaping os uteri, rob- 
bing it of its basement membrane and epithelium. ‘The 
countless loops of nervelets and blood-vessels which form the 
villi are thus left naked. Their exposure begets an irritation 
which attracts an undue flux of blood to the cervix. The 
swollen mucous crypts and submucous tissues of the cervical 
canal have pushed out before them the lining membrane, 
which thus becomes everted like the conjunctiva in ectropion. 
The constant fretting of the unprotected nerve-filaments ex- 
cites local or reflex pains. Or perhaps, nature having tried 
her hand at a tardy cure, a nerve imprisoned in a dense mass 
of cicatricial tissue is unduly pinched, and its outcries aid in 
keeping up the mischief. See how tenacious is the discharge; 
I can draw it out in strings very nearly a yard long. 
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That this lesion is frequent, and that it is an important 
factor in the production of uterine disorders, witness the tes- 
timony of various writers. Dr. P. F. Mundé, who has written 
an admirable paper on the subject, illustrated by life-like 
chromo-lithographs, states, that of those women applying to 
him for treatment, 17 per cent. exhibit lacerations of the cer- 
vix.* Dr. H. T. Hanks puts the average at 8.4 per cent.; 
Dr. Montrose A. Pallen ‘‘at fully 40 per cent.’’{ Dr. W. H. 
Baker, at 10 per cent.{ Dr. Emmet, who holds the honor of 
first pointing out the significance of this lesion, and of first 
devising the means for its cure, deems it the cause of most of 
the uterine disorders. My own experience in the Dispensary 
for the Diseases of Women at the University of Pennsylvania 
would lead me to infer that about one out of every six women 
suffering from uterine trouble has an ununited laceration of 
the cervix. As another evidence of its frequency, I may add 
that I have operated for this lesion over three hundred times. 

I have often seen profuse menorrhagia, stubborn leucor- 
rhoea, cervical and corporeal hyperplasia, chronic ovaritis, 
and every kind of prolapse of the womb, starting from such 
arent. Not long ago, I had in charge a woman who at her 
first labor—an instrumental one—met with a double lacera- 
tion of the cervix. As it did not heal up, her convalescence 
was a tedious one, and she never got back her former good 
health. In her second pregnancy, when she first came under 
my care, the chafed and torn cervix began to swell and grow 
until it projected beyond the vulva. ‘The pain and distress, 
from this condition kept her on her back during the last 
month of gestation. Finally, in her labor, I had the novel 
experience of releasing the head from the grasp of the cervix, 
long after it had passed out of the vulva. After the birth of 
the child, I was able to pull the bruised and angry-looking 
cervix to a length of fully four inches outside of the body. 
As my advice for an operation was unheeded, the same thing 


* American Journal of Obstetrics, January, 1879, p. 132. 
t New York Medical Record, 1876, p. 823. 
¢ Boston Medical and Surgical Journal, Sept. 20, 1877. 
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happened in a third labor. During this pregnancy, the 
swollen and purple cervix protruded at least two inches from 
her person, and showed a deep jagged notch on each side. 

Now, although this woman conceived twice, yet this lesion 
is so common a cause of sterility, that I always suspect its 
existence whenever a guileless woman stops bearing after her 
first labor. ‘This sterility is due partly of course to the dis- 
orders, the flexions, and the dislocations of the womb, which, 
as I have shown, follow such an injury. But it is due also to 
the acridity of the discharges, which kills the spermatozoa, 
or to the viscous plug of mucous which often closes the rem- 
nant of the cervical canal. Again, the deep notches in the 
cervix hinder that suction action of the womb during the 
sexual orgasm—just as the split nozzle of a syringe cannot 
suck up a thin stratum of fluid. Further, the cervical canal, 
denuded of its epithelium, presents such a barrier to the mi- 
gration of the spermatozoa, as a desert to the advance of an 
army. 

But these are not the only evils following such an injury. 
The weakened retentive power of the cervix often leads, as in 
our patient, to repeated miscarriages. This I have known to 
happen over and over again. Often, again, have I been 
obliged to puncture or to cross-hatch a brood of retention 
cysts, which aided in the eversion of the mucous lining. 
Once I removed a sessile polypus as large as a pigeon’s egg, 
which grew out of acluster of exposed Nabothian glands. 
Further, I feel very sure that almost every epithelial cancer 
of the cervix starts from such a constantly chafed and fretted 
surface. For, in my experience, a cancer of even a movable 
womb, with a ragged notch on one side of the cervix ap- 
parently eaten down to the vaginal junction, is no uncommon 
event. Also, it is very rarely found in virgins or in sterile 
women. . 

The diagnosis of such lacerations is by no means so easy as 
you would @ przort suppose. There exists, indeed, no visible 
and tangible lesion of the body in which errors in diagnosis 
are so frequently made as in this. It is often mistaken for 
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cancer, but far more frequently for granular erosion—the so- 
called ulceration—of the cervix. When the flaps skin over 
without uniting as they sometimes do, they can be little or 
no difficulty in the way of recognizing the nature of the lesion. 
The finger will then feel the fissure, and the eye will see 
through the speculum a cervix, notched like a bishop’s mitre 
when the slit evenly divides it, or gaping open like a shark’s 
mouth when the slit unevenly divides it. But, when the 
epithelium has long been shed; when the abraded surface is 
studded with enlarged follicles which feel like shot, or it is 
roughened by red and angry-looking papille; when the cervix 
has increased in bulk, and each lip has curled over like the 
ends of a split celery-top, or like a mushroom—the nature 
of the local trouble is very likely to be misunderstood. 

The pouting out of the mucous lining of the canal, and the 
curling over of the split lips, so efface the original fissure, 
that often it cannot be felt by the touch, or be seen by the 
eye. Ifa cylindrical speculum or an ordinary bivalve one be 
used, the convex surface of the cervix will be still more 
flattened out, and all traces of a fissure be so obliterated, that 
the red, raw, and angry-looking papille of the everted 
mucous lining of the cervical canal will be inevitably mis- 
taken for an erosion,—that is to say, for what is commonly 
called an ulceration, of the womb (Fig. 81). This illusion is 
so perfect, that I do not suppose that there is a physician who 
has not made this mistake. I will go further, and venture to 
say that there is not a physician who, if he confines himself 
to the use of a cylindrical speculum, is not now treating 
some case of cervical laceration for supposed ‘‘ulceration.’’ 
My own past mistakes in this direction embolden me to make 
these assertions. Sometimes, on the other hand, the cylin- 
drical speculum will so close the torn lips as to conceal both 
the fissure and the patch of erosion. When the bivalve 
speculum is used, the liability to error is not so great; but 
even with it mistakes are constantly being made. Not un- 
frequently, when the naked and everted cervical canal is un- 
usually angry-looking, bleeding at the slightest touch, and 
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perhaps fringed with cock’s-comb granulations, epithelial 
cancer is suspected, and an unfavorable prognosis given. I 
have seen cases in which the question of malignancy could 
not be decided by the eye alone. 

What then are the means for diagnosis? If any one of you 
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EVERTED Mucous LINING OF THE TORN CERVICAI, CANAL LOOKING 
LIKE AN EROSION. 


should ever have in his practice a case of stubborn erosion of 
the cervix, secreting a vitreous and ropy discharge, or bleed- 
ing at the slightest touch—one in which the cervix fills up 
the whole lumen of his speculum; one which improves by 
rest, but relapses with exercise; or say, one in which the 
sound cannot be made to enter the canal at the centre of an 
apparently patulous os, as it ought to were the os merely en- 
larged, but only at one end of it; or if he should have a case 
which, by unremitting attention, he has succeeded in skin- 
ning over, and yet ina short time his patient returns for 
treatment, as bad as before, with the new epithelium rubbed 
off, by coition or by vaginal attrition—if he have such a case, 
let me ask him to examine his patient for a rent of the cer- 
vix, first with the finger and then in the following way: 
Place the woman on her back, and use a base-opening bivalve 
speculum; or on her side, which is the better position, and 
introducea duck-bill speculum. Take next a uterine tenacu- 
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lum in each hand, and hook the fore and the hind lip of the 
cervix, each lip on its vaginal surface. Try now to draw the 
two lips together forward, and if a rent exists, they will 
come in contact, the cervix will become smaller, the sup- 
posed ‘‘ulceration’’ will disappear, and a cleft will run across 
the cervix. By such an examination he will probably find 
that the apparently superficial opening in the cervix, which 
he has hitherto taken for the os externum, is in reality the 
mouth of the uninjured portion of the cervical-canal, and on 
a level with the forks of the fissure, being actually from half 
an inch to nearly an inch away from the site of the original 
os externum. And he will by this time have discovered, that 
the collar of erosion surrounding this supposed os uteri, 
which he has been trying for months to heal, is nothing 
more or less than the naked and chafed mucous lining of the 
split-open cervical canal. He will now take in the situation, 
and see that this delicate membrane cannot be healed unless 
shielded, and that it cannot be shielded unless by the restora- 
tion of its protecting canal. 

Let me not convey the impression that every woman who 
has an ununited rent of the cervix is doomed to sterility or to 
hopeless invalidism. Far from it; there are those who seem 
as unconscious of all ill effects from such a lesion, as some few 
healthy women who carry retroverted or retrpflexed wombs. 
One lady I know, who has borne several children, and is still 
bearing, although her cervix was split in two at her first 
labor. Another, with a like injury, has been barren since 
her first labor, but is otherwise well. In these two cases, 
however, each flap of the rent has skinned over, and their 
edges lie parallel and have not curled over. Sometimes, 
again, the menopause will bring relief; but usually it does 
not, because the secondary lesions, such as sub-involution, 
hypertrophic elongation, and uterine displacements, will still 
continue. When, however, the lips of the womb have curled 
over, and the cervix assumes the form of a mushroom, its 
free portion being the most bulky; when the mucous lining 
of the cervical canal thus becomes everted, and has conse- 
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quently been robbed of its epithelium; when a stubborn patch 
of erosion secretes an abundant and acrid discharge; when the 
womb stays congested or hypertrophied, or becomes displaced ; 
then the only hope of a cure lies in the reconstruction of the 
cervical canal. In other words, whenever such lesions beget 
uterine disorders, and they very commonly do so, the woman 
will rarely get well without an operation. Sometimes, in- 
deed, an operation will be needful, simply to make the in- 
jured cervix project far enough for a pessary to lodge behind 
it. And this brings me to the treatment of such lacerations. 

An acute laceration of the cervix should be treated by great 
cleanliness and by rest, so long as. inflammatory symptoms 
keep up. The vagina should be washed out twice daily by 
weak solutions of carbolic acid, or of potassium permangan- 
ate; for itis asking too much of nature to heal kindly a wound 
drowned and sodden in a puddle of stinking lochia. If hemor- 
thage be profuse immediately after the accident, a lump of 
ice should be placed in contact with the cervix. This failing, 
vaginal injections of hot water, of alum, or of tannin, may be 
made, but not of iron, which interferes with immediate union. 
In very bad rents it would, perhaps, be best to stop the bleed- 
ing by the introduction of silver-wire sutures. In any case, 
I think it should be the duty of an obstetrician to examine 
his puerperal patient carefully, both immediately after labor 
and just before he gives up his attendance on her, so that, if a 
rent of the cervix exists, he may discover it, and be prepared 
to treat it secundum artem. 

Should the rent fail to close, and his patient refuse an 
operation, the best treatment will be that which lessens the 
local congestion, and tends to glaze over the naked villi. 
These ends are best furthered by vaginal injections of at least 
a gallon of water as hot as can be borne, by the puncture of 
the retention cysts, by the nightly introduction of a tampon 
charged with glycerine or with boro-glycerine, or by vaginal 
suppositories containing tannin or the iron subsulphate. One 
drachm of tannin together with half a drachm of metallic 
iodine, or two drachms of iodoform, dissolved in an ounce of 
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flexible collodion, makes an excellent application. It protects 
the raw surface by an alterative, a styptic and an elastic pelli- 
cle, which lasts for several days. Good will also be gained by 
painting the eroded surface every five days with a saturated 
tincture of iodine, followed occasionally before it dries by a 
weak solution of the silver nitrate. ‘This forms a protective 
and an alterative crust of the silver iodide. The common 
practice of treating these erosions with the solid stick of lunar 
caustic is a bad one, on account of the cicatricial tissue which 
it leaves behind. Such a dense and gristly tissue often 
pinches peripheral nerve-filaments so severely as to produce 
ovarian or uterine neuralgia, wholly or partly quenching 
sexual desire, and causing other psychological disturbances. 
Often a pessary will do good, if for no other reason than that 
of lifting up the cervix off from the vagina, and of lessening 
the friction of locomotion. Since the menorrhagia in these 
cases often comes from fungoid proliferation of the endome- 
trium of the sub-involuted womb, much advantage may 
accrue from the use of the curette. 

Should an operation be decided upon, it must not be hastily 
undertaken. Success depends largely on the state of the 
woman’s health, and upon the condition of her pelvic organs. 
Some preparatory treatment will usually be needed. When- 
ever the monthlies are profuse, the preliminary use of the 
curette is always good practice. If the womb be fixed, or the 
roof of the vagina be hard and tender, an operation would be 
very likely to rekindle the embers of a previous attack of 
pelvic inflammation. If the cervix be engorged with blood, 
or be studded and stiffened with enlarged Nabothian glands, 
the denuded surfaces will probably not unite. Blood must 
be taken from the cervix by scarification, and these glands 
must be punctured and emptied. Vaginal injections of a 
gallon of hot water twice daily will be of service. So also 
will local applications of carbolated iodine, and vaginal sup- 
_ positories containing half a grain of morphia and three of 
tannin. Pledgets of absorbent cotton dipped into a glycerole 
of tannin and packed in front of the cervix and behind it, 
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will meet two ends. They will make the cervical tissues 
more healthy, and will keep the lips from spreading apart. 
If the broad ligaments be tender, small blisters over them, fre- 
quently repeated, will do much good. In such cases I am in 
the habit of prescribing small doses of corrosive sublimate, 
united either with ammonium chloride, or with the tincture 
of the iron chloride. When all traces of inflammatory de- 
posits have disappeared, the time has come for the operation, 
but not before, asa rule. In one obstinate case, however, I 
attributed their persistence to the irritation set up by the cer- 
vical lesion, and by curing this I cured the phlegmon; but 
this is hazardous practice. 

The proper time for an operation on the female organs of 
generation is during the week following that of the menstrual 
flux. This woman’s catamenia ended four days ago, and her 
cervix, through a preliminary treatment of scarification and 
of applications of iodine, is in a fit condition for the operation 
which I shall proceed at once to perform. But this operation 
is a very unsatisfactory one to perform before a large class. 
Very few of you will be able to see what I am about to do, 
and you will have to rely upon my fragmentaty explanations 
as Igoalong. You may place the woman in the lithotomy 
position, but I generally prefer to put her in the left-lateral 
position, and shall therefore turn her on her left side. After 
introducing the duck-bill speculum, I first cleanse the vagina 
with a 1:1000 solution of corrosive sublimate, and then sepa- 
rate the lips of the fissure by two tenacula, or by the double 
tenaculum (Fig. 82), so as to find out the position of the cer- 
vical canal. I then draw them together, coaptating the lips, 
in order to determine the site and the size of the future os 
externum. Directly through the middle of this site is passed a 
needle armed with the strong linen thread used by shoemakers. 
The needle being removed, the two ends are tied together. 
By hooking up with a tenaculum that portion of the thread 
running across the fissure from lip to lip, and by drawing it 
out, I make two loops instead of one—that is to say, the loop 
is doubled at the expense of its length. These loops are sep- 
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arated and handed one to each assistant, who make gentle 
traction. The womb is thus brought down within operative 
reach, and the lips of the fissure are drawn apart. 


Fic. 82. 


DovuBLE TENACULUM. 


Having, with the eye, mapped out the amount of tissue 
needing ablation, and having left what landscape painters 
call room for repentance—for due allowance must be made 
for the after-shrinkage of the mushroom cervix, which might 
contract the os—I proceed to the denudation. On each lip I 
make two straight, parallel and shallow incisions, one on each 
side of the thread, and about a quarter of an inch apart. 
First, the left, or lower, angle of the fissure is denuded up to 
the two lower incisions. ‘Then the ‘right, or upper, angle of 
the fissure is pared down to the two upper incisions. This 
leaves on each lip, and directly opposite to each other, a rib- 
bon of mucous membrane one-quarter of an inch wide, which 
will encircle and form the new cervical canal (Fig. 83). This 
denudation has been made mostly by a very delicate long- 
handled knife, and occasionally with variously curved scissors; 
one of the best being bill-shaped (Fig. 84). 

On the lower, or left, angle I dissected off the cicatricial 
tissue in a single wedge-shaped piece—and this I always like 
todo, because it ensures absolutedenudation. But in the upper, 
or right, angle, I was not able to do this, because, since the fork 
of this portion of the fissure dips into the vaginal roof, the cir- 
cular, or cervical, branch of the uterine artery was in danger 
of being wounded. ‘The surface there was, therefore, merely 
skimmed. ; 
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The hemorrhage during the whole operation has been free, 
and, by obscuring the parts, is troublesome. For preventing 
this, Emmet, to whom we owe all that we know about this 
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UNDENUDED RIBBON OF Mucous MEMBRANE. ALSO SHOWING MopE 
OF PLACING SUTURES. 


operation, advises a preliminary vaginal douche of hot water, 
and also recommends a watch-spring tourniquét placed high 
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BriL-SHAPED SCISSORS. 


up on the supra-vaginal cervix; others employ the loop of a 
wire-écraseur. ‘The hot douche acts very efficiently in shriv- 
elling up the blood vessels; but I do not use the tourniquét 
for fear that it might injuriously constrict the bladder or the 
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peritoneum in Douglas’s pouch. Sometimes, when there is 
much dense and thick cicatricical tissue in the forks of the 
wound, a wedge-shaped piece will have to be taken out, and 
the circular artery may be severed. In that case, I have 
found that traction on the ends of a wire-suture passed deeply 
below the fork of the wound, will stay the bleeding, at least 
enough to permit further careful denudation, while the sub- 
sequent co-aptation of the raw edges by stitches will effect- 
ually stop it. Since the flaps are too dense and too much 
curled over to to be brought into close contact, I shall shave 
off their redundant convex surfaces. At one point I have split 
open an enlarged Nabothian gland, which at once discharged 
viscid fluid like honey. The secreting wall of this gland may 
interfere with union at its site, and I shall therefore dissect it 
out of its bed. 

The introduction of the sutures (Fig. 83) is the next thing 
in order, and it is by all odds the hardest part of the opera- 
tion. ‘The ordinary surgeon’s needle is not strong enough to 
penetrate the dense and gristly tissues; besides that, its cut- 
ting edges might wound a vessel of some size. The best 
needle for this purpose is this short, round, lance-pointed one, 
devised by Marion Sims. Waxing the ends of a fine silk 
ligature, I pass them together through the eye of the needle. 
My assistant then separates them, and ties them ina half- 
knot around the loop just beyond the needle. The needle is 
secured in the jaws of a very strong needle-holder, and is 
passed with about as much difficulty as if it were penetrating 
leather. My assistant now sharply bends the end of a fine 
silver-wire suture (No. 31), and hooks it over.the silk loop. 
As I pull the loop through, the wire, of course, follows. In 
this way I shall put in every wire suture, merely twisting the 
ends of each wire temporarily together. If the needle at its 
eye be furnished with a groove on either side, and if the wire 
be fine, the needle may be threaded with the wire, and the 
silk loop dispensed with. Irarely resort to the silk loop; but 
I am doing so to-day to show you how it is made and how 
used. ‘The sutures are all in, and the wound will now be 


280 ' LACERATION OF THE CERVIX. 


syringed with carbolated water, so as to be rid of all clots. 
Each suture is then secured by clamping it with a perforated 
shot (Fig. 85). The denuded surfaces have been brought 
into such close and accurate contact, that not a drop of blood 
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SUTURES CLAMPED BY SHOT. 


is flowing. Sometimes, however, a secondary hemorrhage 
may take place, but probably from a suture track, in which 
a vessel has been wounded by the needle. However arising, 
it may be staunched, as Emmet has shown, by vaginal injec- 
tions of water as hot as can be borne, or by a saturated solu- 
tion of alm, which, in my opinion, is one of the best of 
hzemostatics, besides not interfering with union by the first 
intention. I have, however, met with three cases of bleeding 
sufficiently bad to need a sponge tampon, yet the union was 
perfect. 

The operation being now completed, some fine iodoform is 
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dusted over the cervix, and the vagina loosely plugged with 
iodoform gauze. ‘The pain after the operation is very trifling, 
barely exceeding what most women suffer at their monthlies. 
The after-treatment will consist in keeping our patient bed- 
fast for two weeks, in binding her bowels for three days, and 
in drawing her water for eight and forty hours. At the end 
of that time the woman may go on her hands and knees, and 
empty her bladder herself. I prefer this position to that on 
the bed-pan, because in the latter there is some danger of the 
urine trickling down into the vagina and reaching the 
wound. After the second day the tampon is withdrawn, and 
the vagina washed out twice daily with a weak carbolated so- 
lution. On the tenth day the stitches will be removed. I 
shall not leave them in longer, lest they should cut deep fur- 
rows into the cervix which must heal by cicatricial tissue. 
When performed with care, and after the manner in which I 
have just described, this operation is perhaps the most suc-. 
cessful one in uterine surgery. For instance, I have had 
two hundred and forty-three consecutive cases without a 
failure. 

In illustration of the advantages gained by the repair of 
such a lesion, let me read from my case-book the history of 
two of my patients. ‘The cases are not recent ones, because 
I now have not the time to write up my cases. The one has 
been chosen on account of my mistaking the rent for an ero- 
sion, or ulceration, of the womb; the other, to show what 
physical and psychical disturbances it may give rise to. 

CasE I.—C. D., aged 27, had her first and only labor ten 
years ago. She has not conceived, nor been well, since. For 
a long time she was under the care of one of our best phy- 
sicians. Failing to cure her, he sent her to me with a note, 


stating that she had the worst and the most stubborn erosion , 


and leucorrhoea that he had ever met with. I found a young 
and handsome woman suffering distressing bearing-down 
feelings, frequent micturition, constant pain in her back—in 
short, with every ache that a disordered womb can possibly 
give rise to. Sexual intercourse was painful, and followed 


282 LACERATION OF THE CERVIX. 


by bleeding. ‘The catamenia were profuse and protracted, 
and the intermenstrual leucorrhcea abundant. The womb 
was heavy, retroflexed, and 3.5 inches long. The cervix, 
badly torn bilaterally, was bulky and very tender to the 
touch. It was occupied apparently by a large blood-red 
erosion. From it and the cervical canal, there issued the 
most abundant and the most tenacious discharge I ever saw. 
It could be drawn out in strings fully a yard long. ‘This_ 
happened some years ago, before I had begun to appreciate 
the important réle which a torn cervix plays in the production 
of uterine disease; so for many months I mistreated her. 
True, I used douches of hot water, together with scarification 
and iodine, and also shored up the womb with a pessary, all 
of which was well enough, and gave her much relief. But I 
also applied chromic and nitric acids, the silver nitrate, and 
in short, used every known means to cure the supposed 
erosion. No further good came from them, however; and 
she finally gave me up. 

Long afterwards, when my eyes were opened by Emniet’s 
articles on this subject, I remembered this unfortunate patient 
and hunted her up. She had meantime been trying several 
other physicians, who had also failed to do her any good, 
but her confidence in me was shaken, and I found her in no 
mood for an operation. Yet other physicians were consulted, 
and with like results, until finally, driven by sheer despair, 
she returned to me, but in far worse plight than before. 
Coition was now shunned, sexual desire had nearly disap- 
peared, and the seeming erosion had by this time been in a 
measure replaced by dense cicatricial tissue. In October, 
1877, I denuded the edges of the rent, and cut away all the 
cicatricial tissue, which creaked under the knife and scissors 
like sole-leather. Three sutures were needed to close up one 
side, and four the other. Perfect healing took place, so per- 
fect that in ten days the line of union on the left side could 
not be seen. ‘The leucorrhcea at once began to lessen, and 
the other symptoms to mend. When I last saw her, about 
six months after the operation, the sound gave a measure- 
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ment of 2.5 inches; the os was round and free from the slight- 
est vestige of erosion; the womb had righted itself, and no 
longer needed ’a pessary. She was, in short, well, and very 
grateful. 

Cask II.—M. C., aged 30, gave birth to her first and only 
child, after a long and hard labor, in which the forceps was 
applied, and a still child delivered. Being the daughter of a 
physician, she had, beside her father, excellent medical at- 
tendance.. After being bedfast for several weeks, she slowly 
mended enough to get up, but not without all the symptoms 
of arrested involution. Previously in rude health, she has 
never been well since, nor has she again conceived. I saw 
her first in the autumn of 1875, some four years af this labor. 
She complained of worrying pelvic pains, of great weariness 
and weakness, of loss of sleep and of appetite. There was 
also a total loss of all sexual desire, which led to complaint 
and estrangement on the part of her husband. Like the 
preceding case, she had severe menorrhagia, and an abun- 
dant and a stringy leucorrhcea. Her nervous system was so 
wholly upset that she was the victim of distressing hallucina- 
tions. For instance, she could not stay in a room by herself; 
had a constant apprehension of some impending danger, 
never dared to leave her home without a companion, and 
even then fancied that every one she met looked askance at 
her, or that some evil-minded person was following her. 
Body and mind were alike shattered, and she was altogether 
in very bad case. 

I found the womb large and heavy, retroflexed and tender, 
length + 3 inches, the cervix on either side torn flush with 
the vagina, and the everted lining of its split canal crimson 
and angry-looking. She was averse to an operation, and I 
had to content myself with palliative means—pretty much 
the same as those used in the former case. She grew much 
better, but by no means well. Relapses were frequent, and 
for the next two years she was more or less under my care. 
Finally, her sexual apathy and her barrenness, more perhaps 
than anything else, led her to submit to an operation, and I 
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restored the cervix in June, 1877. Four stitches were needed 
on each side, and perfect union took place. Eleven months 
afterwards I saw her for the first time since she went home, 
and found her wonderfully bettered. For the first time she 
came to my office alone, and that in itself was to me a sure 
token of returning health. The womb had shrunk back to 
very nearly its natural size, the retroflexion had changed to 
a retroversion, the erosion had gone, the leucorrhcea had 
ceased, her hallucinations had vanished, and as she took pains 
to inform me, her sexual feelings had returned. She had not 
yet conceived, and that is a serious drawback to her happi- 
ness; so I inserted a pessary with the hope that a change of 
version would cure the sterility. 

Let me here say that I have, on repeated occasions, found 
that retroversions of the womb have been spontaneously 
cured by the repair of a torn cervix. Following this hint it 
is my practice to introduce a pessary as early as possible after 
the operation—say in two weeks’ time, when the parts are 
sufficiently united to bear the strain. I am not sure, that it 
would not be of still greater advantage, in some cases, to re- 
place the womb and introduce a pessary directly after the 
operation. 


pS CONG XL E 


CANCER OF THE WOMB. 


CANCER of the womb usually begins on the vaginai 

portion of the cervix, and creeps upward. The part first 
attacked is that which bears the brunt of the ‘‘insults’’ of co- 
ition and of parturition. ‘This course is not invariable, for I 
have seen a true cancer start in the body of the womb, and 
gnaw its way downward to the cervix. But the former course 
is fortunately the one so commonly taken, that in a large 
majority of cases the parts involved, being accessible, can be 
treated surgically, and, as I hope to show, beneficially. 

My experience would lead me to say very emphatically, that 
cancer of the body of the womb is a disease more of old maids 
andof sterile wives; and that, on the other hand, in the im- 
mense majority of cases of cancer of the cervix, the disease 
starts from a laceration of the cervix—it is, therefore, almost 
always found in women who have borne children. Of sev- 
eral hundred cases of cervical cancer brought to my attention, 
I have not met with a single one in a virgin, and only two 
cases in undoubtedly sterile women. One of these two, how- 
ever, although an exception to the rule, singularly confirmed 
it. ‘The lady had a fibroid tumor which slowly enucleated 
itself. After she had suffered much pain and had lost blood 
for several weeks, I was called in and found the os uteri 
dilated to the size of a silver dollar. I easily wrenched the 
fibroid from its attachment, and delivered it, but with some 
difficulty, as it was larger than the os. A few months later 
cancer of the cervix set in, from which she died. ; 

Since very generally a cancer on the cervix begins eithe1 
as an open sore or as a fungous growth, its diagnosis is not 
often a matter of difficulty. Other diseases may be mistaken 
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for it, but very rarely is it mistaken for anything else. The 
ae Po so often breaks off the friable vegetations, and starts 
up an obscuring, and sometimes a serious flow of blood, that 
it should not in the first instance be resorted to for the purpose 
of diagnosis. A digital examination is generally all that is 
needed, and for this purpose, in order that you may avoid 
the risk of infecting your puerperal patients, I should urge 
upon those of you who are right-handed, to train the fingers 
of your left hand. If vegetating, a cancer of the cervix may 
be taken for a polypus or for a fibroid growth. If an open 
sore, its bleeding character, its hard and sharp rim, its pit 
filled with rough and friable granulations, the crater-like 
ulcer, present unmistakable tokens of malignancy. Should 
a cancer in its early stage be undistinguishable, by the ordi- 
nary tests, from other cervical diseases, the diagnosis may be 
cleared up by the introduction of a sponge-tent. Thus, if 
the cervix soften down, the os dilate, and the mucous mem-, 
brane become movable under the expansion of the tent, the 
disease is probably a benign one. If, on the other hand, the 
cervix remain hard, its mucous covering immovable, and 
the os unyielding, the suspicion of malignancy will be con- 
firmed. 

How to distinguish the various kinds of uterine cancer is 
not only often impossible, but it is clinically needless. The 
life-saving problem seeking solution is, not the character of 
the cancer—whether it be scirrhous, or be encephaloid, or be 
epithelial—but the removal of the cancer. Yet it is well to 
bear in mind that of these three kinds, the epithelial, and 
especially its vegetating form, is the least malignant and the 
most localized. While still unprepared to range myself under 
the banner of the ‘“‘localists,’? I am yet sure that uterine 
cancer very commonly attacks women of fine physique and of 
blooming health; and that, as pointed out by Cruveilhier, a 
cancer of this organ is, of all cancers, the least prone to infect 
the system. Its victims die, not so much from specific 
systemic poisoning, and from transference to distant organs, 
as from septicaemia, from embolism, and from the exhaustion 
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induced by pain, by sleeplessness, and by the bloody or the 
serous fluxes. I am also further satisfied that the patient of 
the “‘localist’’ will live longer, suffer less, and stand a better 
chance of a cure, than the woman who is treated with pallia- 
tive measures only. 

Whenever the cervix becomes the seat of a malignant 
growth, the common sense indications are, either to eradicate 
the disease, or to check the excessive serous and bloody dis- 
charges, to correct the fetor, to allay the pain, and to prolong 
life. Now, the crumbling vegetations and the surface growths 
cause these serous, bloody and fetid discharges. The pain 
comes from progressive infiltration. It stands, then, to reason, 
that whatever restrains these must prolong life. And, of 
course, if the disease can be eradicated, life may be saved for 
good. Hence the plan which meets these indications is as- 
suredly to take away the whole, or as much as possible, of the 
diseased structures. To achieve this, the whole cervix must 
be amputated, and that either by the cold wire of the écraseur, 
or by the hot wire of the battery. Should this operation 
wholly remove the cancerous mass, well and good. But if 
not, the remaining outgrowths, and the underlying infiltrated 
tissues, must be dug out with the finger-nails, scraped off with 
Simon’s spoon-curette (Fig. 86), and snipped off with scissors. 


Fic. 86. 


SIMON’S SPOON-CURETTE. 


This curette is much improved by having its edges serrated. 
An excellent instrument, also for this purpose, is Reamy’s 
gouge-forceps. I have found it to work well, especially in 
clipping off the hard edges of the crater-like sore. The re- 
sulting deep and funnel-shaped cavity must next be either 
charred by fuming nitric acid, or seared over by the hot iron. 

By the hot zron I mean the ordinary actual cautery, or tue 
benzoline cautery, or the porcelain domes of the galvanic 
battery. And here let me say that I have found the Paquelin 
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cautery to be the best for this, as well as for all other gyneco- 
logical purposes. 

We often have cases of cancer brought before us in this 
clinic, and many of you have already seen me operate by each 
one of the above methods. But we rarely see these clinical 
cases again, and know very little of their subsequent history. 
I shall therefore offer no excuse for reading the notes of a fev 
cases which illustrate the different radical operations, and 
whose subsequent history I was able in a measure to trace. 

Cask I.—Eaxly in November, 1873, I was summoned into 
the country by my friends, Drs. Joshua R. Evans and R. N. 
Downs, to see Mrs. A. M., a woman of about forty, and the 
mother of several ‘children. I found her bed-ridden, ard 
looking as if she had not long to live. She was, in fact, so 
low as to be dull of hearing, stupid, and apathetic, like one 
in the last stages of typhoid fever.- Her rest was broken by 
severe stabs of pelvic pain, and her strength exhausted by 
alarming inter-menstrual hemorrhages. By the frequency 
of the latter her complexion had become waxy, and her flesh 
so translucent-looking as to give the impression that, by the 
aid of a strong light, one could map out every viscus of her 
body. 

Some months before, she had begun to feel unusual sacral 
pains; then, to have watery and bloody discharges; and, what 
with the loss of rest and with the drain of vital fluids, she 
had become so weak as to take to her bed some three weeks 
before my visit. I found the upper portion of the vagina 
filled by a mushroom-like tumor, which sprang from the cer- 
vix of a movable womb. With some misgivings, on account 
of her weakness, we put her under ether, and noosed the 
mass in the loop of the écraseur. ‘The whole cervix was cut 
off, but not without the snapping of a very strong wire. 
Some cancerous nodules beyond the reach of the wire were 
scraped away with Simon’s spoons, but hastily, on account 
of an alarming hemorrhage which followed the removal of the 
mass. ‘This was checked by an application of Monsel’s solu- 
tion, and by plugging up the vagina. ‘The tumor was subse- 
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quently examined by Dr. J. G. Richardson, who pronounced 
it to be malignant. } 

A week later I charred the whole raw surface with fuming 
nitric acid. ‘This visit is vividly impressed on my mind by 
the following circumstance, which I note down as a warning 
to others. At the suggestion of a chemist, who should have 
known better, I had closed my bottle of nitric acid with a 
rubber stopper, instead of with the glass one, which was lia- 
ble to get loose. During the jolting of the railroad cars, and 
of a ride of several miles in a carriage, the stopper was at- 
tacked by the acid and a gas generated. While kneeling be- 
fore my patient, and stooping over the bottle to open it, the 
stopper popped out, and a sudden explosion forced out a fine 
spray of the contents over the upper portion of my person. 
I quickly plunged my face and hands into a basin of water, 
and fortunately escaped with nothing more serious than a 
smart conjunctivitis and the ruin of a suit of clothes. Since 
this lesson I have used no other stopper than a glass one, and, 
before taking it out, I always cover the bottle with a wet 
wash-rag, and avert my face. 

But to return to my patient: After another such applica- 
tion, and the use of arsenic, iron and ergot, she improved as- 
tonishingly. I never saw any one so low recover so promptly. 
The cervical stump skinned over, her hemorrhages stopped, 
her pains and aches left her as if by magic, and the color 
came back to her lips and cheeks. She very soon got out of 
bed, and for seventeen months performed all the duties of a 
brisk house-wife. During this time I saw her perhaps half a 
dozen times. She came, not on account of any local trouble, 
but to be reassured that all was doing well. Each time I 
found the womb movable, and with no other reminder of a 
cancer than the absence of the cervix. To all intents and 
purposes she was perfectly well. 

On May 29th, 1875, I was again asked by Dr. Evans to see 
her. I fonnd her exhibiting marked cancerous cachexia, and 
suffering from cruel sacral pains of recent origin. ‘The still 
movable womb was absolutely without a vestige of disease. 
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But through the posterior wall of the vagina I felt a hard 
nodulous tumor firmly attached to the sacrum. Nothing 
more could be done for her than to allay her sufferings. A 
few weeks later she died. 

CasE IL.—J. R., aGerman woman, aged fifty-one, had four 
children, the last one four-and-twenty years ago. Her men- 
strual flux ceased in 1870, but in November, 1873, a hemor- 
thage took place, which she mistook for rejuvenescence. 
Since then she has become much reduced by repeated flood- 
ings and by constant rest-breaking pains. Early in Novem- 
ber, 1875, I saw her for the first time. The so-called cancer- 
ous cachexia was then very marked. Her complexion was 
leaden, and she was so weak as to need help in getting on the 
examining table. Most abominable was the stench arising 
from her person. I found the upper portion of the vagina 
blocked up by a large nodulated mass, so friable that a very 
gentle digital examination brought on an alarming hemor- 
thage. I was glad enough to be able to check it with Mon- 
sel’s solution, and by a tampon. 

On November 16th, 1875, she was etherized, and brought 
before the medical class of the University of Pennsylvania. 
With the wire-écraseur, a cancerous excrescence as large as a 
goose’s egg was removed. The womb was now found to be 
immovable, the cervix much enlarged, and occupied by an 
excavating ulcer. Its sharp and rugged margin gave a crater- 
like form to the part. There was no chance at getting the 
wire-loop above the site of the cancer. So, with the finger- 
nails of my left hand, I dug out a handful of the more brittle 
growths, and scraped away the rest with sharp spoons of dif- 
ferent sizes. Such portions as resisted these modes of attack 
were snipped off by the scissors. Free bleeding kept up 
until healthy structures were reached. By this operation the 
cervix was hollowed out into the shell of a funnel-shaped ex- 
cavation, which reached from bladder to rectum, and up as 
far as the internal os. Into this a large sponge was packed, 
and the woman put to bed. On the next day this sponge 
was removed and the vagina washed out. For three or four 
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days, in spite of repeated detergent injections, the stench of 
her discharges was overpowering. It poisoned the air of a 
large ward. It then passed away, and with it the slight 
febrile movement which always follows such operations. A 
week later I made a thorough application of nitric acid to 
every nook and cranny of the raw pit. Under arsenic, iron, 
the mercuric bichloride, and ergot, she rapidly improved. 
Her hemorrhages ceased, her appetite returned, her complex- 
ion cleared up, and she was soon able to resume her long- 
neglected housework. Her gratitude was great and rather 
annoying. 

In the following July, eight months after the operation, she 
had a hemorrhage. For this I made another thorough appli- 
cation of nitric acid, and it did not recur. I saw her last on 
December 29th, 1876. She was not losing blood, nor suffer- 
ing pain; but she sent for me on account of growing weakness. 
I found her up, but too feeble to attend to all her housework. 
For the past week a kind neighbor had helped her along with 
it. ‘The cancer had attacked the body of the womb, and she 
was evidently failing. She lived some four months after this, 
but had no return of hemorrhage. 

Cask III.—I. H., an English woman; was married nine 
years ago. She is twenty-nine years old, and has had two 
children. On account of several severe uterine hemorrhages, 
she was sent to me by Dr. T. J. Yarrow, early in March, 1875. 
Her youth, her blooming complexion and generally healthy 
appearance, pointed to a polypus or to a fibroid tumor, and I 
was somewliat surprised to find the cervix partly eaten away 
by a cancer. As the womb was movable, I urged an early 
operation. ‘To this she did not at once assent, and it was 
not until April 22d that I brought her before the class. Seiz- 
ing the cervix with a volsella forceps, I noosed it in the gal- 
vano-caustic loop, on a plane flush with the roof of the vagina. 
While burning it off, I made firm traction with the volsella, 
and counter pressure with the shaft of the electrode, so as to 
remove as much of the cervix as possible. Notwithstanding 
this was done very slowly, a small artery spouted from the 
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cup-shaped stump. ‘The bleeding was stopped by the porce- 
lain cautery, with which the whole wound was again seared 
over. ‘The hot wire also scorched the upper portion of the 
vagina, but she did not seem to mind this, and recovered 
without a bad symptom. Several weeks elapsed before I 
could get the sore to skin over, and I began to fear that it 
never would. But under repeated applications of the silver 
iodide, it finally healed up, and the woman became well. 
Nineteen months after the operation, she came to have me 
examine her. She was about to return to England, and 
wished before going to know the condition of her womb. 
She looked extremely well. Apart from the absence of the 
cervix, I could not find a trace of a cancer. 

CasE IV.—Early in the spring of 1875, I was asked by a 
medical friend to aid him in the removal of a cancerous cer- 
vix. The lady was over forty-five years old, and the mother 
of several children. She had suffered from all the usual 
symptoms of such a cancer, and had finally taken to her bed- 
room, but not actually to her bed. I was struck with the 
typical leaden complexion of her face. ‘The cervix was ex- 
tensively invaded, both superficially and deeply, but the 
womb was movable. One of its lips had been eaten away up 
to and slightly beyond the vaginal insertion. By two install- 
ments of the hot wire the cervix and a portion of the vagina 
were removed, and the rest of the diseased structures burnt 
out with the porcelain domes. During the operation much 
traction on the cervix was needed, and a portion of the blad- 
der was at first included in the wire-loop. It would certainly 
have been cut off, had not the discovery been made by pass- 
ing in the little finger through the urethra. 

After recovering from the shock of the operation, the lady’s 
complexion began to clear, but her convalescence was nota 
rapid one. It was not until after she had been sent to the 
seashore that she slowly but steadily gained in health and 
strength. More than eight years afterwards she died from an 
attack of pneumonia, the cancer never having returned. 

CasE V.—In February, 1875, the day I cannot now recall, 
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the late Dr. W. R. Cruice asked me to see Mrs. B., who lived 
in the outskirts of the city. I found a married woman, over 
fifty years old, bed-ridden for several weeks, and so worn out 
by constant suffering, and so drained by repeated floodings, 
that as Dr. Cruice expressed himself, and as I firmly believe, 
‘‘she had not a month longer to live.’ 

The womb was immovable; the cervix much enlarged and 
shockingly,ravaged by a partly vegetating and partly excavat- 
ing cancer. Being unadvised of the nature of the disease, I 
had not brought the needful instruments. She was, more- 
over, so low that I dreaded even the loss of blood attending 
an operation. But, with Dr. Cruice’s backing, I went to 
work, first with my finger-nails, and afterward with a small 
but sharp uterine curette that happened to be in my bag. 
About two handfuls of cancerous flesh were thus removed. 
Not having any fuming nitric acid with me, and the nearest 
apothecary being far from the house, I swabbed out the exca- 
vation with a saturated tincture of iodine. I never saw her 
again, but Dr. Cruice informed me that she soon got out 
of bed and attended to her household affairs. ‘Two years 
after, he saw her in the street on her way to market. She 
lived six months longer, but with no return of hemorrhage, 
and died from exhaustion. I am sure that the operation gave 
her a new lease of two years and a half of life. 

CasE VI.—About ten years ago I removed a cancerous 
cervix from a lady who was sent to me by my friend, Dr. 
Crawford Irwin, of Hollidaysburg, Pa. ‘The parts were with 
difficulty noosed by the galvano-caustic loop, and for the first 
time in any of my operations, I scorched the vulva. By this 
circumstance the lady’s convalescence was somewhat delayed, 
but she got well in three weeks’ time, and remained free from 
the disease until her death from phthisis, three years later. 

Now, in the foregoing cases, there can be no mistake be- 
tween the relation of cause and effect. Nor do they embody 
my whole experience, for I have thus far treated over two 
hundred cases of uterine cancer, and with very like results. 
That is to say I have had repeated cases either of apparent 
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cure, or of marked prolongation of life from the operation. I 
cannot give the exact number because I have long ago ceased 
to keep any record of my cancer cases. In all, sexual absti- 
nence was enforced, and the patient put on iron, the mer- 
curic bichloride, arsenic, and ergot—the iron and mercury to 
redden the blood and to build up the system; the arsenic to 
repress the tendency to reproduction; the ergot to excite such 
tonic uterine contractions as tend to shorten the blood rations 
of these growths, and starve them out. The immediate 
effects of this treatment were almost invariably satisfactory. 
Life was lengthened out and made bearable; in repeated in- 
stances, as I believe, saved for good. ‘The hemorrhages were 
stayed, the putrid discharges checked, and the cruel pains 
allayed. ‘The appetite was restored, and bed-ridden patients 
were once more put on their feet. Even when the womb was 
firmly fixed, from extension of the disease to points beyond 
operative reach, much was gained by the removal of all the 
cancer possible, and, in several cases, by repeated removals 
of fresh growths. Another point noticed was the clearing up 
of the complexion after the operation. ‘This fact leads me to 
think that the so-called cancerous cachexia is owing, not toa 
cancerous diathesis, but to slow absorption of septic material 
from the local cancerous lodgment. ‘The cause is evidently 
topical, and not general. 

In view of this favorable record, I cannot but think, that 
absolute cures would result far more frequently were the cases 
brought to the notice of the physician at an earlier stage, 
when, for instance, the womb is still movable, and the cervix 
superficially attacked. Contrary to the prevailing opinion, 
the beginning of this cruel disease is not usually attended 
with any pelvic pains and aches greater than those evoked 
by ordinary uterine troubles, and they are, therefore, disre- 
garded. Again, the woman is often fat and hearty, with 
perhaps a good color, and these tokens of health deceive her 
and her friends. When, finally, she seeks advice, it is for 
some exacting symptom of an advanced stage, such as a 
hemorrhage after coition, or putrid discharges. The womb 
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will probably by this time be fixed immovably by cancerous 
infiltration in the connective tissue of the vaginal roof. Or 
the cancer may have eaten its way laterally to the peritoneum, 
or upward beyond the internal os uteri, and the parts are now 
too extensively diseased to be wholly removed. It must, 
however, be borne in mind that the immobility of the womb 
does not always imply an extension of the disease beyond its 
walls. The parts sometimes become matted together, from 
peri-uterine fibrinous exudation, an inflammation being set 
up by the irritation of the cancer. 

The radical plan of treatment is not wholly devoid of dan- 
ger, but less so than might at first blush be supposed. Dur- 
ing the operation, if scraping be needful, the hemorrhage is 
free, usually quite so, until healthy structures are reached. 
But it has always yielded in my hands to an injection of table 
vinegar or of one part of Monsel’s solution to three of water, 
followed by a sponge tampon, lightly packed in the funnel- 
shaped pit. ‘The vascularity of the parts is such that, unless 
the cervix be amputated very slowly, a secondary hemor- 
thage may take place. This accident I have seen happen 
three times after the use of the hot wire, but not after that of 
the cold wire. 

Injury to the peritoneum constitutes another hazard in the 
removal of the cervix. ‘This accident cannot always be 
avoided, but the risk to life is greatly overrated. Thus, in 
order that the hot wire may pass through perfectly healthy 
tissue, Karl Braun does nor hesitate to include a portion of 
the peritoneum.* He declares that he has in this manner 
repeatedly made an opening into the peritoneal cavity, yet 
with apparently no increase of risk to the patient’s life. I 
have never ventured wittingly to invade this cavity, nor have 
I yet, in the removal of a cancerous cervix, met with the 
mishap of including the peritoneum in the wire-loop. But, 
on one occasion, while scraping away a cancer of the cervix 
with the nails of two fingers, I suddenly found them in Doug- 
las’s pouch. I took good care not to use any vaginal injec- 
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tions, and no untoward symptoms arose. The patient, in- 
deed, kept her bed for only a few days, and then felt well 
enough to take a long journey home by rail. The bladde1 
has been wounded, but it should never be. The introduction 
of the little finger through the urethra into this viscus ought 
always to guard against this danger, as it did in Case 4; while 
to ensure still further its safety, the cervix should, as a rule, 
but not as an inflexible one, be noosed while the womb is zz 
situ, and not dragged upon. It is well, also, when the écra- 
seur is used, to pass up its shaft in front of the cervix, where 
the insertion of the vagina is lowest, and then by it to push 
up the womb before tightening the wire. This precaution 
is unnecessary when the hot wire is used. Soon after the 
operation the body-heat mounts to a sharp curve-peak, and 
the pulse sympathizes. This febrile movement lasts for four 
and twenty hours or more, and then the temperature tends to 
fall. On the third or on the fourth day, the discharges some- 
times become offensive, and continue so for several days. 
After the scraping process, the stench is invariably over- 
powering. ‘This must be met by repeated vaginal injections 
of a claret-and-water colored solution of potassium permanga- 
nate, while the danger of blood-poisoning should be lessened 
by the administration of large doses of quinia. 

Should the disease return, the friable portions of the mass 
must be scraped off by a sharp curette or by Simon’s spoons 
—a very efficient curette can, itseems to me, be extemporized, 
by heating red-hot the tip of a long and narrow spatula, and 
then bending it to nearly a right angle. Care must be taken 
as the bladder is approached by the instrument, for once I 
made a hole into that viscus with the curette. ‘The raw sur- 
face must next be well swabbed with nitric acid, or with 
sodium ethylate, or be thoroughly seared over with the hot iron 
—the benzoline cautery of Paquelin comes admirably into 
play here. The previously detailed form of constitutional 
treatment should be continued indefinitely—the dose of cor- 
rosive sublimate being lessened and that of arsenic increased. 
Sexual intercourse must be absolutely forbidden, for attempts 
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at coitus are frequently followed by serious hemorrhages. 
From the very repulsive nature of this disease, this caution 
may seem unnecessary; but the fact is, that the sexual appe- 
tite of the woman is sometimes greatly increased by a pruritus 
vulvee and by the excessive vascularity of the reproductive 
organs. With regard to other local treatment besides the 
nitric acid, Dr. Burrow, of Kénigsberg, has given such un- 
qualified praise to the continuous application of potassium 
chlorate in substance, * that I have given this drug a fair trial. 
It certainly has done some good in my hands. I sprinkle 
the sore with the chlorate, and then tampon the vagina 
lightly. As the crystals exert a more powerful action than 
the powder, Burrow first uses the latter, and replaces it by 
the crystals when sensibility has abated. With undoubted 
success, pepsin in powder has lately been applied to these 
cancers in pretty much the same way. With it I have had 
one case of vaginal cancer cured—at least the disease has not 
returned for over a year. 

In addition to the means employed by the physician, the 
patient herself should be taught how to check the constantly 
recurring hemorrhages. ‘This she will very generally be able 
to do, either by injections of vinegar or of ice-water or of hot 
water into the vagina, or by cotton-wool tampons containing 
tannin or the iron subsulphate, either in the form of a dry 
powder or in that of a glycerole, or in that of a paste made by 
thickening a saturated solution of alum with tannin. ‘These 
tampons or suppositories should, by the way, be removed, as 
a rule, in from two to three hours; for if left in longer, they 
may become so adherent to the warty surface of the cancer, 
as in the removal to tear off the more friable portions, with a 
renewal of the hemorrhage. Vaginal injections of any of the 
astringents, as strong as they can be borne, will also prove of 
service. When pain is present, morphia may be incorporated 
with any of the above washes and suppositories. A very effi- 
cient instrument for the woman to use, in making a prolonged 
contact of styptic or of deodorant fluids to the cervix, isa 
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glass tube like the vaginal portion of a Fergusson speculum, 
to one end of which is attached a rubber bulb. 

To correct the horrible odor, vaginal washes containing 
alum or carbolic acid, chloral hydrate, or potassium chlorate 
or permanganate, will be found extremely useful. Of these 
chloral hydrate has my preference, because it is not only an 
admirable deodorant and antiseptic, but a very prompt local 
aneesthetic. The plan by which I have best succeeded in 
making my patient the least disagreeable to herself and to her 
friends, is the frequent use by day of some one of the above 
washes, and at night the introduction of a suppository con- 
taining ten grains of chloral, or of potassium chlorate. ‘The 
sole objection to this use of chloral is the vaginal irritation 
sometimes caused by it. Whenever the disease is far advanced, 
and the patient’s sufferiugs are very acute, her euthanasia is 
all that is left to the resources of art. Anodynes should, 
therefore, be given without stint, in any way, shape or form 
the sufferer may prefer. For the agonizing pain in the back, 
so common in advanced stages of the disease, the promptest 
relief will be gained by an hypodermic injection of morphia; 
but a more permanent one sometimes follows the use of dry 
or of wet cups over the sacrum, or the application of a few 
leeches. For the suppression of the secretion of urine, occa- 
sionally seen in women suffering from this cruel disease, there 
is nothing better than small doses of potassium iodide com- 
bined with the tincture of digitalis. 


iLESpON. XXIIT. 


OTHER OPERATIONS FOR TREATING UTERINE CANCER, 


HERE are yet other modes of treating a cancer of the 

womb, which promise a larger measure of success than 
that gained by the plans of treatment hitherto given. But 
they can be used only in those exceptional cases in which the 
womb is movable and capable of being drawn down. 

fligh Amputation of the Cervix.—By this method the 
woman is placed either on her back or on her side, and the 
vagina is stretched open by two retractors and the duck-bill 
speculum. The cervix is seized by a volsella forceps, and 
dragged down tothe vulva. A circular incision is made at the 
junction of the vagina with the cervix, and the tissues stripped 
up for half an inch or more. The cervix may then be ampu- 
tated by a wedge-shaped incision, and the two flaps brought 
together by deep sutures. Or, it may be burned off by the 
curved knife of Paquelin’s cautery, heated toa dull red. In 
this way a cone-shaped piece is removed, and the whole cer- 
vix, or most of it, is extirpated. I have performed this oper- 
ation many times, and without a fatal result, although twice 
I got into the peritoneal cavity—one with the knife and once 
with the actual cautery. 

Total Extirpation of the Womb.—Sixty years ago Blundell 
proposed and put into execution the total extirpation of the 
diseased womb. ‘This he did through the vagina in the fol- 
lowing manner: After dragging down the womb by a hook in 
the os uteri, he cut through the roof of the vagina close to 
and all around the cervix, tying the vessels as they sprang. 
By this means he operated in four cases, of which all but one 
died. Others have occasionally adopted this plan, but with 
such bad success that it has fallen into disuse. 
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E.ctirpation of the Womb through an Abdominal Incision.— 
Recently, Dr. W. A. Freund, of Breslau, has revived Blun- 
dell’s suggestion, by the removal of the cancerous womb 
through an abdominal incision.* The bladder and rectum 
having been emptied, and the uterine cavity and the vagina 
washed out by a ten per cent. solution of carbolic acid, the 
woman is laid on a table with her hips higher than her shoul- 
ders, and with her head towards the window. If the cancerous 
sore is open and likely to drop poison-germs on the peritoneum, 
in the removal of the womb, all ragged tissue is scraped away 
and the wound swabbed with carbolic acid, or seared with the 
cautery. The abdominal wall is next incised as in ovario- 
tomy. ‘The peritoneum is divided down to the mons veneris, 
but the cutaneous incision is prolonged still further down to 
. the symphysis itself, the hair having been first shaved off. If 
the recti muscles are tense, their tendons are now partly or 
wholly divided. This is done in order to gain more room. 
The bowels are drawn up out of the pelvic cavity, and held 
away by a carbolized napkin. A strong ligature is next 
passed through the fundus of the womb, by means of which 
that organ is securely held, and raised up. ‘This can be ma- 
_terially aided by inflating a colpeurynter placed in the rectum. 
The broad ligament on either side of the womb is then tied 
in three sections, by ligatures in three loops. In order to 
avoid wounding any blood vessel, the tipper loop is passed 
through the oviduct above, and the ovarian ligament below. 
The middle loop transfixes the ovarian ligament above and 
the round ligament below. ‘The lowermost loop is passed 
in the following manner: An unarmed perineal needle is 
pushed up from the vagina into the peritoneal cavity in frond 
of the broad ligament and also of the uterine artery, the site 
of which is made out bya bimanual examination. ‘The 
needle is then threaded and drawn back into the vagina. It 
is next returned, if possible, by the same vaginal puncture, 
into Douglas’s pouch Jehzud the broad ligament, is un- 
threaded, and removed. This loop is now completed by 
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transfixing the substance of the round ligament. ‘This liga- 
ture is the most difficult one of all to place, and it will fail in 
securing the uterine artery, unless the punctures in each 
lateral vaginal vault are made as close together as possible, 
and the needle is introduced in strongly divergent directions. 
The six ligatures are now tied, and the free ends of each one 
fastened together by a knot, the uppermost ligature on each 
side having two knots made in it in order to distinguish it 
from its fellows. The broad-ligament should next be severed 
‘on each side as far down as the round ligament, and all 
bleeding vessels secured. 

The upper and posterior limits of the bladder having been 
defined by the catheter, the peritoneum uniting the bladder to 
the womb is divided by the knife. The front surface of the 
womb is then separated from the bladder by the fingers or the 
handle of a knife, the fundus uteri being meanwhile drawn 
by an assistant upward and backward out of the pelvis, by 
means of the transfixing ligature. As soon as the anterior 
vaginal vault appears as a reddish fold at the bottom of the 
wound, it is punctured from the vaginal side by a guarded 
knife, and the opening is enlarged on each side by shaving 
the cervix very closely, or by tearing the tissue with a uterine 
dilator. ‘Through this wound one or two fingers are passed 
from above into the os uteri, and the cervix is gradually 
drawn upward through the wound, until the posterior vaginal 
vault is fully exposed, and the position of the two lowermost 
ligatures is seen. ‘The incision can then be completed by 
closely shaving the cervix, so as to detach the womb from 
the lateral strips of vagina, and from the base of the broad- 
ligament, without dividing these loops, and with the least 
tisk of injury to the ureters. 

- ‘The womb is then removed through the abdominal wound, 
and the parts thoroughly cleansed with a five per cent. solu- 
tion of carbolic acid. If the woman has not yet reached the 
menopause, the ovaries should be removed. This may be 
done, either by placing the uppermost loop of the three liga- 
tures outside of the ovary, or by transfixing and tying the 
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pedicle of each ovary independently of this loop. After this, 
the knotted ends of the six ligatures are pushed down through 
the hole in the vaginal vault and drawn tense. This brings 
the ligated stumps of broad ligament down into the vagina. 
Still firmer traction being now made on the upper ligature 
of each side, which is distinguished by having two knots tied 
in its end, the uninjured portions of the front and hind layers 
of pelvic peritoneum fall together in a transverse fold, and 
obliterate the opening. ‘he transverse slit thus formed is 
sewed up by gut sutures, and the peritoneal cavity shut off 
from the vagina. Any bleeding points of the cut portion of 
the broad-ligament which cannot be reached by a ligature, 
can always be compressed by pressure-forceps. ‘These will 
lie in the vagina outside of the peritoneal cavity, and they 
may be allowed to stay on for several days. A tampon of 
cotton, fastened by a colored string to distinguish it, and 
soaked in carbolated oil (ten per cent.), is pushed up into the 
vagina, and the operation is finally completed by closing up 
the abdominal wound. * 

Dr. Kochs proposes the following modification of Freund’s 
operation, which simplifies it and saves time: He applies the 
first two ligatures on each broad ligament in the manner just 
detailed, and ties them. ‘‘The broad-ligament, as far as 
ligated, is cut through with the knife, care being taken to 
leave untouched the base of the broad-ligament. ‘The now 
following detachment of the uterus from both bladder and 
rectum is almost bloodless. A double thread is then passed 
from the space between the uterus and the rectum, through 
the tissues between the bladder and the uterus. This may be 
done by means of a long, curved, blunt needle, or by simply 
using the index finger as a conductor. The thread being 
divided, the rest of the broad-ligament on each side is tied up. 
After this, the extirpation of the uterus may be completed.”’ 
The ligatures he uses are of cat-gut. 

* Obstetrical Journal of Great Britain, etc., March, 1879, p. 819, and 
October, p. 467. 


t American Journal of Obstetrics, April, 1879, p. 446, from Archiv fiir 
Gynakologie, XIV, p. 127. 
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These operations must of course be performed with every 
antiseptic precaution; but Freund, on the account of the 
length of time needed for the operation, does not allow the 
spray to play directly into the abdominal cavity. One danger 
attaching to each operation, and especially to the latter, is the 
liability of cutting across a ureter. This accident has hap- 
pened at least twice in some twenty-eight reported cases. 
Perhaps it can be avoided by running two fine probes through 
the urethra into the bladder, and by conducting them into 
the ureters. The palpation and the inspection of the parts 
afforded then by the abdominal incision, would much facilitate 
this otherwise difficult manceuvre. 

The extirpation of the womb for cancer, by Freund’s 
method, has now been performed some 106 times, with but 
28 immediate recoveries; the operation being too young an 
one to determine remote results. This looks like a small per- 
centage of success, but in so cruel and so hopeless a disease, 
it is large enough to justify further trial of the operation. 

Extirpation of the Womb per Vaginam.—This mode of ex- 
tirpation of the womb is not only more easy of execution, but 
it is also more safe, and it has in a great measure taken the 
place of the preceding one. In 1886 Gusserow reported 253 
cases of extirpation of the womb per vaginam with a loss of 
23.3 %. But he included every case from the first one by 
Sauter in 1882. Pfannestiel has collected 154 operations up 
to 1882 with a mortality of 23%. But since that time there 
have occurred 36 cases with a death rate of only 8.3 %*. 

In this operation the duck-bill speculum and two vaginal 
retractors are needed, and the lithotomy position is adopted. 
After all friable cancerous vegetations have been scraped 
away, the raw surface is seared with Paquelin’s cautery, and 
the vagina cleansed with a 1: 1000 solution of mercuric bi- 
chloride. ‘The cervix is transfixed with a stout thread, which 
is tied in along loop. The womb being dragged down by 
this loop, a circular incision is made around the cervix at the 
vaginal junction, and Douglass’s pouch is opened. The 


* The Lancet ; May 1, 1886, p. 825. 
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divided vaginal arteries are secured by pressure-forceps. A 
sound is passed into the bladder, which is now dissected off 
from the cervix by the finger, scalpel handle, and scissors. 
The anterior fold of the peritoneum is stripped up and off 
from the womb, as high as possible from the front and espe- 
cially from the sides, where the ureters lie in it. 

The broad-ligaments are then secured in the following 
manner. ‘The fundus of the womb, being caught by a vol- 
sella forceps, or what I have found still better, by the hook 
of the old obstetric crotchet, is retroverted and brought into 
the vagina. ‘The fundus is transfixed by a stout ligature and 
pulled over to one side of the pelvis. This brings into view 
the broad ligament of the opposite side. It is transfixed, as 
far away from the womb as possible, by a long handled an- 
eurismal needle armed with a double thread which is tied on 
either side. Another ligature being thrown around between 
the one already applied and the ovary, is tied ex masse, and 
the ligament is cut off as close to the womb as possible. The 
other broad-ligament is secured in the same way, and the 
womb cut off. The ends of these four ligatures are left long, 
and the two opposite sets are tied together, so as to bring the 
stumps of the broad ligament in apposition and close up the 
opening into the peritoneal cavity. The free ends are 
brought out of the vagina, which, being again thoroughly 
swabbed out by the mercurial solution, is lightly packed with 
either iodoform or sublimated gauze. ? 

I have twice performed this operation by the foregoing 
method. But there are grave objections to it. One lies in 
the difficulty of retroverting the womb. The other is the 
liability of the ligatures to slip off from the very short broad- 
ligaments, making an uncontrollable hemorrhage. To avoid 
these difficulties, the following procedure is adopted by Jen- 
nings.* A circular incision is made, the divided vaginal 
arteries being secured by hemostatic forceps. The ureters 
are separated from the sides of the womb with the fingers, 
and the peritoneum stripped upwards over the organ as high 
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as possible, so that a funnel-shaped peritoneal flap will re- 
main after the extirpation of the womb. The uterine arteries 
are secured before this division. The womb is not retro- 
verted, but, the peritoneal cavity being opened in front of the 
womb, and behind it, the fingers of left hand are passed 
into the latter. To gain room, the womb is pushed upwards 
towards the abdominal cavity. A loop of stout silk is carried 
in front of the womb by a staff like a vesical sound, and it is 
caught by the tips of the left index and middle fingers, and 
one end drawn downwards. In an analogous manner a second 
loop is passed around the other broad-ligament. Perforated 
shot are run up over the free ends of each ligature and are 
tightly clamped. ‘Then a stout pressure-forceps is applied to 
each broad-ligament external to the silk ligatures, and the 
womb is cut away. ‘The forceps are to remain z# sztu for 
‘some hours.’’ Instead of the forceps, double ligatures may 
be applied by transfixion, as in the former operation, and the 
womb cut away. 

M. Richelot,* after the usual preliminary steps of the 
operation, secures the broad-ligaments in the following man- 
ner: If the womb readily descends, the index finger of left 
hand is introduced into the peritoneal cavity through the 
opening in front of the womb and is made to hook down the 
upper edge of the broad ligament. A strong forceps, sharply 
curved on the flat, is introduced, one blade on either side of 
the ligament, and it is then closed up to the last notch. The 
broad-ligament on that side is cut off close to the womb, which 
is now drawn outside, and the compression and the section of 
the second broad-ligament is made in full view. 

When the womb does not readily descend, the operation is 
modified to suit this complication. A shorter and less power- 
ful forceps is applied to the lower half of the broad-ligament 
as far from the womb as possible, and on each side of it. The 
ligament to the extent of its compressed portion is cut close 
to the womb. ‘This organ thus freed on the right and left 
can now be drawn with less effort, and two more forceps are 


* Gaillara’s Medical Journal, October 1886, p. 364. 
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applied higher up, one.on the upper half of each ligament, 
and reaching fully up to the cornua. The womb is then cut 
away. Other forceps besides these four pairs may then be 
found needful for bleeding points—especially in the edge of 
the vaginal wound. ‘The vagina is now gently packed with 
iodoform- gauze or cotton, which snugly surrounds the for- 
ceps. ‘These are removed in forty-eight hours, without dis- 
turbing the tampon, which is not removed for from four to 
eight days, according to the odor. Vaginal irrigations are 
not to be used, until after the tampon has been removed, and 
the wound so closed that the fluid cannot penetrate the abdo- 
minal cavity. 

There is still another way of performing this operation 
which strikes me as a very sensible one.* ‘The preliminary 
steps taken are analogous to those in the former operations, 
and the anterior and posterior uterine folds of the peritoneum 
are opened. Each broad-ligament is clamped by a pressure- 
forceps, worked by a screw in the handles. The womb is 
then cut away by a knife with a rectangular blade, which 
very ingeniously runs in grooves made in the sides of the 
jaw of the forceps. The forceps are kept on for forty-eight 
hours, and iodoform-gauze is used. 

The German method of extirpating the womb per vaginam 
has also its merits. Dr. P. F. Mundé has lately performed it, 
and I here quote the description of one of his operations: 

‘The uterus being drawn well down by several strong 
vulsellum forceps hooked into the cervix, Dr. Mundé passed 
a strong silk ligature from each lateral fornix vaginze deeply 
around the base of each broad ligament, using for this 
purpose Polk’s jointed aneurism needle, recently described 
in the Proceedings of the New York Obstetrical Society 
(Feb. 1st, 1887). These two ligatures having been drawn 
down and tightened, constricted the utefine arteries, which 
pass in through the broad ligaments, thus removing the 
danger from hemorrhage during the subsequent steps of the 
operation. Next, the anterior vaginal fornix was opened 


* Tie Lancet, January 1, 1887, p. 14. 
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by a transverse incision made with blunt-pointed scissors, 
care being taken to avoid cutting into the bladder, which was 
held up by a sound, or into the uterine body. The bleeding 
was very slight and easily controlled. When the peritoneum 
was reached, sutures were passed uniting its edge with that 
of the anterior vaginal wall, additional sutures being intro- 
duced as the incision was enlarged, these being for the pur- 
pose of preventing its being stripped off and pushed away by 
subsequent manipulations, and to stop all hemorrhage. A 
small, carefully disinfected sponge with a black silk cord 
attached, was now passed into the peritoneal cavity to absorb 
any fluid which might enter through the wound. The an- 
eurism needle was again brought into use, and ligatures were 
passed from within outward through successive portions of 
the broad ligament on the left side, each ligature as it was 
passed being tied, and the portion of tissue which it con- 
stricted divided by the scissors, cutting, of course, between it 
and the uterus. ‘This process being completed on both sides, 
nothing remained to be divided except the tissues posteriorly, 
and these were cut through with the scissors, peritoneum and 
vaginal wall being sewed together as in front. The uterus 
being removed, there was some bleeding, which was found to 
come from the posterior part of the wound, the deeper tissues 
not having been included in the suture of peritoneum and 
vaginal wall. ‘T'wo or three deep stitches stopped this. To 
prevent retraction and difficulty in reaching the bleeding 
points in case of secondary hemorrhage, the stump of each 
broad ligament was now sewed to its corresponding vaginal 
wall. ‘The sponge in the peritoneal cavity was removed and 
found to be but slightly stained with blood. ‘The ends of the 
numerous ligatures on either side were bunched together, 
tied about with a bit of silk, and the ends cut off at the level 
of the vulvar orifice. Iodoform-gauze was lightly packed 
into the vagina, and the vulva covered with a wad of bichlo- 
ride gauze held in place by a ‘T’ bandage.’’* 
* Nashville Medical News, May 1, 1887, p. 62. 
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VEGETATIONS OF THE ENDOMETRIUM. 


HE vascularity of the womb, its sexual and periodic con- 
gestions, the structural energy with which it is endowed, 
and the lesions to which it is subjected, make is peculiarly 
liable to be invaded by benign and by malignant growths. 
The most common are those which develop in the endome- 
trium in the shape of vegetations, and to those I shall to-day 
limit my remarks. Of these vegetations I shall describe three 
varieties, beginning with the one most frequently met with. 


(2) FUNGOUS DEGENERATION OF THE ENDOMETRIUM. 


A very common cause of menorrhagia, and also of leucor- 
thoea, is a hyperplastic condition, or diffused thickening, of 
the lining membrane of the womb. ‘This peculiar prolifera- 
- tion of the endometrium shows itself by sessile vegetations 
of a red, gelatinous appearance, which stud the mucous sur- 
face, and range in size from a millet-seed to that of a pea, by 
redundant mucous folds of a spongy consistence, and by 
slender club-shaped polypi. Then again there may be found 
small tufts of placental tissue, or placental villosities, which 
do not atrophy and disappear, because something has inter- 
fered with the process of involution. Various names have 
been given to this condition, but that of exdometritis hyper- 
plastica seems to be the best. A chronic endometritis is un- 
doubtedly the most common cause; but whatever induces 
uterine congestion will also tend to produce these growths. 
Thus I have discovered them in wombs enlarged by a fibroid 
tumor, and in those containing a polypus. They are very 
common in subinvoluted and in retroflexed wombs, and are 
almost always present in neglected cases of laceration of the 
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cervix. I have also on several occasions found them in women 
who were avoiding pregnancy, and especially by the method 
of withdrawal. Under such circumstances the uterus main- 
tains a high degree of congestion, and by constant repetitions 
of the exciting cause, it increases in size, its mucous lining 
becomes thickened, and fungous degeneration takes place. 
Sterility also seems to be no infrequent cause of the same 
thing, the menstrual and sexual congestions continuing with- 
out that much-needed break which gestation and lactation 
bring. 

With regard to the influence of imperfect sexual relations, 
two very interesting cases came to my notice not long ago. 
In one, a lady consulted me at my office about severe uterine 
hemorrhages. A speculum examination revealed two small 
polypi dangling out of the os. ‘These I twisted off, and then 
proceeded to examine the uterine cavity with sound. Upon 
its withdrawal I found on its tip a club-shaped polypoid 
growth, very nearly an inch long. ‘This led me to use the 
curette, and I removed a large number of fungoid growths 
from the cavity, quite the largest in size that I have ever seen. 
She was married to a man twenty-five years older than herself. 
In other words, he had reached a time of life when his sexual 
powers were waning, while she was at an age when her own 
were vigorous and exacting. His embraces were at long in- 
tervals, and so imperfect that they inflamed her passions, with- 
out satisfying or allaying them. ‘This was to my mind, as 
well as to hers, the explanation of the chronic uterine con- 
gestion, the origin of the cervical polypi, and the cause of 
the fungoid degeneration of the endometrium. And here let 
me say that, in my experience, so close a relationship subsists 
between the existence of these cavity growths and that of cer- 
vical polypi, that the latter are pretty sure to be accompanied 
by the former. This explains the fact, that the removal of 
cervical polypi is often not followed by the expected improve- 
ment in the menorrhagia. Whenever, therefore, cervical 
polypi are present, the uterine cavity should be searched for 
its own vegetations. In the other case, the disparity of 
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age between the husband and the wife was twenty years. No 
cervical polypi were present, but the number of vegetations 
removed from the endometrium was so large that I took alarm, 
and had them subjected toa careful microscopic examination. 
They were, however, found to be benign in character. 

Endometritis hyperplastica is a disease more particularly 
of the child-bearing age; but, as will shortly be shown, it. 
sometimes affects women long after the climacteric. Its 
existence can only be inferred by an ordinary uterine exami- 
nation. ‘The sound usually causes some blood to flow. When 
sponge or laminaria tents are used, these vegetations or 
mucous folds are so flattened out and smoothed out by the 
pressure, that the finger will rarely find them on the sides of 
the uterine cavity; but those on the fundus will very generally 
be felt either as slight roughnesses or as slight spongy tufts 
of mucous membrane, which retreat before the finger. ‘The 
only sure test of their presence is the gentle scraping of the 
endometrium by a curette, which will dislodge some of them, 
and will then bring away either club-shaped polypi or soft 
gelatinous masses. 

The disease being one of the endometrium, the microscopic 
examination will show characteristic changes in the mucous 
lining of the womb, but always reproducing the parent tissue. 
There will be found, according to Olshausen,* ‘‘greatly 
hypertrophied mucous membrane, with increase of all its ele- 
ments, dilated follicles, enlarged blood-vessels, and great 
cell infiltration of all the connective tissue. Running up to 
the epithelium are large ectatic blood-vessels filled with 
coagula, and near them great numbers of white blood cor- 
puscles, quite round and fresh looking; while around the 
enlarged follicles there are many spindle cells arranged in 
regular lines. These prove the chronicity of the affection. 
Cross-sections of the glands show them to be round and nor- 
mal. ‘The dilatation of the follicles differs in degree, but 
never amounts to a cystic formation visible to the naked eye. 
There is never any appearance of a decidua-like formation.” 


* American Journal of Obstetrics, November, 1875, p. 561. 
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'Nonat* calls them ‘‘fongosztés tntra-utérines,’’ and describes 
them as of the same structure as the uterine mucous mem- 
brane, being largely made up of connective tissue and fibro- 
plastic elements, and covered by the epithelium peculiar to 
the endometrium. Mundé, in his admirable paper on the 
‘Dull Wire Curette,’’} quotes the microscopic observations 
of these vegetations by Prof. M. D. Mann, of Buffalo, N. Y. 
According to him they ‘‘consist histologically of structure- 
less basement substance, containing great quantities of small 
round cells and nuclei, and portions of uterine follicles and 
vessels.’? 

When these vegetations are of this character, there is gen- 
erally very little difficulty in the way of their cure. Their 
existence being established by the use of a blunt curette, 
such as Thomas’s (Fig. 87), they are to be removed, if pos- 
sible, by the same instrument. I say, 2 fosszble, because I 


Fic. 87 


THOMAS’S CURETTE. 


repeatedly find the blunt curette failing to remove all the 
growths, and have to resort to Sims’s sharp curette, which is 
a far more efficient, but, at the same time, a more hazardous 
instrument. Simon’s spoon-curette is also a very handy in- 
strument for this purpose. Whenever the redundant mucous 
membrane hangs down in spongy folds, I have found nothing 
to remove it so well asa small pair of fenestrated polypus- 
forceps. It pinches off each fold without injuring the sound 
structures; but it has the drawback of needing some previous 
dilatation of the cervical canal, which the curette does not 
ordinarily need. The sponge-tent sometimes cures this con- 
dition of the endometrium, either by crushing these vegeta- 
tions, or by entangling them in its meshes and breaking them 
off during its withdrawal. In most cases the curette is needed 


* Maladies del Utérus. 
tZdinburgh Medical Journal, January, 1878. 
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but once; but occasionally it will have to be resorted to 
oftener. Immediately after using it, I am in the habit either 
of swabbing out the uterine cavity with a strong tincture of 
iodine, or of injecting into ita few drops of the same fluid. 
One circumstance attending the use of the curette is the oc- 
casional postponement of the next menstrual flux. This 
result happens often enough to make it worthy of note. 

In illustration of this treatment, I shall give the brief his- 
tories of a few selected cases: 

CasE I.—Mrs. H. J., aged 37, and seventeen years married, 
has hatl two labors at term, and one miscarriage ten years ago 
—the latter unwittingly brought on by the late Dr. Washing-| 
ton L. Atlee during a uterine treatment. Since then she has 
not conceived, but has had menorrhagia, which steadily pro- 
gtessed until her monthlies became floodings, and greatly re- 
duced her. I thoroughly scraped the uterine cavity with the 
blunt curette, and brought away some vegetations and a few 
mucous shreds. ‘The next period was so profuse that I re- 
peated the use of the same curette, and again brought away 
like bodies. ‘The following period was much better, and I 
thought her cured; but the succeeding one ushered in so 
serious a flooding that I made up my mind that an intra- 
uterine polypus was the cause of it, and I introduced three 
tents. On the following day, with the assistance of Dr. 
Hermany, of Mahanoy City, and of Dr. B. F. Baer, I put her 
under ether and removed the tents. The finger passed readily 
into the uterine cavity, but detecfed nothing beside prolifera- 
tion of the endometrium. Using Sims’s curette this time, I 
remnoved many vegetations, and among them a piece of decid- 
uous-like membrane, covered with ramifying vessels, and 
about half an inch wide and an inch and a half long. The 
uterine cavity was next swabbed out with nitric acid. This 
was rougher treatment, in so far as the acid is concerned, 
than I should now adopt, but it was followed by no worse 
results than a slight soreness. This operation not only cured 
her of her floodings, but it more than cured her, for she did 
not again menstruate for six months, and became quite irre- 
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gular in the performance of that function, until the meno- 
pause was reached. | 

CasE II.—Mrs. , of Omaha, consulted me about serious 
floodings at her menstrual periods, which had greatly reduced 
her strength. Failing to cure her by the blunt curette, I 
introduced a tent, put her under ether, and used the ae 
curette and pied foapevia Many vegetations were re- 
moved, but her next period was postponed for two months. 
She got well without any further treatment. 

Cask III.—M. McM., single, and aged 35, has always had 
free menstruation since puberty, but since January, 1878, her 
monthlies have been exceedingly profuse. ‘They began last 
on May 21, and, as they continued despite all treatment until 
June 15, her physician on that day securely plugged her 
vagina, and sent her to the Hospital of the University of 
Pennsylvania. She was pale, bloodless, and so weak that 
she was brought from the railroad-depot in an ambulance. 
Tat once put in tents, and kept them in forty-eight hours, so as 
to gain complete dilatation with one batch of them. On June 
17, assisted by Drs. Palmer and Jones, the Resident Physicians, 
I removed the tents, and found three sessile polypi within the 
cervical canal, and one pedunculated one dangling within the 
os internum. ‘This last one had acted likea ball-valve in 
hampering the flow of the menses, and had been the cause of 
much dysmenorrhea. After twisting off these polypi, I 
scraped the endometrium and removed a large number of 
hyperplastic vegetations. She got well, and has stayed so 
ever since. 

CasE IV.—F. J., a young married lady, from North Caro- 
lina, came to consult me about her general ill health, and 
especially about her sterility, she having been married already 
three years without conceiving. I learned that she had dys- 
menorrhoea, and was losing altogether too much blood at her 
periods. SolI scraped her womb with a blunt curette, but, 
finding very few vegetations follow its withdrawal, passed in 
the sharp curette. Numerous club-shaped polypi were re- 
moved. Her disease was a typical example of what Olshausen 
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calls endometritis polyposa. Wer next menstruation being 
tree from pain and rather scant, she went home stronger and 
better than she had been for years, 

Of such cases, of which the above are but samples, I have 
had so many and such successful ones by one, or at the most, 
two applications of the blunt or of the sharp curette, that I 
have ceased to keep any record of them. But I nowcomie toa 
series of stubborn cases which have puzzled me not a litfle, 
and which lead me to think that I have much to learn on the 
subject of intra-uterine vegetations. For it appears, that 
sometimes, although not malignant, they may return over 
and over again, despite all treatment. 

About two years ago the sister of a distinguished physician 
was brought to me froma distance, on account of terrible 
floodings. She was about fifty years old, a widow for over 
twenty years, of a florid complexion and full habit, and with 
a sluggish circulation, dependent, as I believe, on some ob- 
scure cardiac affection. She began to bleed about two years 
before, and kept losing more and more, until the loss had be- 
come alarming. Accompanied by her physician and by a 
friend, she was carried on a litter, after having her vagina 
very firmly plugged. I found the cervix large and flabby, 
the os unusually patulous and jagged, the womb retroflexed 
and measuring not quite four inches. So impressed was I 
with the conviction that she hada polypus, that I at once 
put in several tents, and invited my friend, Dr. John Ash- 
hurst, to aid me in its removal. Nothing was, however, 
found besides a very large number of vegetations, so large 
that I began to fear the case was one of diffused sarcoma. I 
therefore, submitted them to two excellent microscopists, who 
independently concurred in pronouncing them benign, and 
the production of an endometritis hyperplastica. Owing to 
exhaustion from these great losses of blood, this lady’s conva- 
lescence was slow; but she ultimately got well enough to go 
home. She did not see her monthlies for nigh three months; 
they then began to return, and more and more abundantly, 
until I was obliged to interfere with the curette and remove a 
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number of growths, but not so many as at first. As after the 
preceding operation, she became much better, and stayed so 
for some months. ‘Then, in spite of repeated applications of 
nitric acid made to the cavity by means of a platinum tube; 
in spite of many intra-uterine injections of iodine, of carbolic 
acid and of iron; in spite of the use of several pieces of the 
silver nitrate, the bleedings began to return, and I was again 
obliged to use the curette. She is now much better, but not 
wholly cured. Having lately complained of failing eyesight, 
Lsent her to Dr. S. D. Risley, who found that she had sev- 
eral retinal clots, and I cannot but think that this hemor- 
rhagic tendency may throw some light on the case. 

Two other analogous cases have come to my attention, but 
unfortunately in neither were the vegetations examined by 
the microscope. Yet from the macroscopic appearance I 
should say that they were simply hyperplastic growths. One 
was a patient of Dr. J. R. Chadwick, of Boston. He had re- 
peatedly used the curette in her case, and as often had removed 
some vegetations. Last month, while on a visit to this city, 
her catamenia came on with alarming profusion, and she sent 
forme. Finding great difficulty in checking them, I used 
the blunt curette and removed a number of vegetations, but . 
to no purpose. Several tents were therefore crowded in, and 
upon their removal I was able, with the finger, freely to ex- 
amine the endometrium. Other vegetations being found, I 
then used the sharp curette, and thus succeeded in stopping 
the bleeding; but she was not cured, as I have since learned 
from Dr. Chadwick. 

he other case was a patient of my honored friend, Dr. J. 
G. Reeve, of Dayton, Ohio. He had in vain repeatedly used 
the curette and every known intra-uterine application for the 
cure of a menorrhogia, and finally he sent her tome. I used 
the blunt curette three times, followed each time by the 
sharp one, made two intra-uterine applications of nitric acid, 
and several injections of iodine, and yet I fear that she has 
not been cured. 

Now, this lady was quite stout, and the two preceding ones 
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were of a full habit and of florid complexion. Excess of 
pabulum, therefore, may have something to do with the lia- 
bility of these vegetations to return. Yet I cannot but fear 
that they may yet prove recurrent Jer se, and therefore quasi- 
malignant; but time alone will show this. Other physicians 
have been likewise perplexed. At a meeting of the Obstet- 
rical Society of Boston,* Dr. Chadwick referred to one of his 
obstinate cases, and said that ‘‘Dr. Fitz had been unable to 
pronounce between these. modified conditions of the mucous 
membrane and sarcoma in one or two specimens which he " 
had sent him.’? Dr. Lyman stated that in one case the mass 
of proliferated mucous membrane ‘‘was different from any- 
thing he had before seen;’’ while Dr. Sinclair reported a case 
which he had been obliged to scrapethree times within a year, 
before a cure was obtained. In fact, these growths, while be- 
nign, sometimes behave like urethral caruncles or like polypi 
of the ear, and of the nose in their liability to return. Nor 
does their microscopic examination always throw light on 
their character. Repeatedly, excellent mricroscopists have 
pronounced to be malignant the fragments which I have sub- 
mitted to their inspection. Yet the women, after several 
curettings, have been restored to perfect health. On this 
point Schroeder observes that ‘‘simple growths ‘adenoma 
diffusum’ from the uterine mucous membrane, have often a 
structure more closely resembling that of malignant disease 
than those in any other part of the body. In growths of con- 
nective tissue such numerous clusters of large spindle cells 
are found as closely to resemble a sarcoma; and the uterine 
glands are liable to be hypertrophied in such a way that, 
upon a section, they may be mistaken for the alveoli of a 
carcinoma, filled with epitheloid cells.’’ + 

As a help to diagnosis, let me add to this statement of 
Schrceder’s, that, in my experience, malignant diseases of the 
endometrium are usually found in old maids and in sterile 


* Boston Medical and Surgical Journal, October 10, 1878, p. 469. 


t Obstetric Journal of Great Britain, April, 1877, p. 67, from Zeitschrift 
fiir Geburishulfe, B. i. H. i. 
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women, while malignant diseases of the cervix are almost 
always found in women who have borne children. 


(6) VILLOUS DEGENERATION OF THE ENDOMETRIUM. 


Another form of uterine vegetations occasionally met with, 
is a villous degeneration of the lining membrane of the womb. 
To me this condition is yet a pathological puzzle, and in my 
ignorance I am compelled to resort to cases for illustration. 

CasE I.—On April 7, 1877, I was asked to see Miss ae 
somewhat corpulent maiden lady of fifty odd. Five years be- 
fore, she had ceased to menstruate; but one year ago she began 
to lose blood from the womb at irregular intervals, and espec- 
ially after riding in her carriage. For six months of the past 
year she had been attended by a very clever homceopathic phy- 
sician, who, however, limited himself to a constitutional treat- 
ment. ‘The rest of the time she was in the hands of a female 
practitioner, who treated her locally for ‘‘ulceration of the 
womb.’’ I found the cervix virginal and perfectly free from 
any vestige of disease, the womb movable and natural in 
position, but very nearly three inches in length. She had 
occasional hemorrhages, and was daily using two napkins to 
absorb a pinkish and an inodorous discharge. ‘The os exter- 
num was too small to admit a curette, and, therefore, my treat- 
ment was an imperfect one until the 25th inst., when I pre- 
vailed upon her to let me use a tent. The next day I scraped 
out the uterine cavity with a blunt curette, removed a small 
number of gray fragments looking like boiled tapioca, and 
painted the endometrium with a saturated tincture of iodine. 
The discharge was reduced to the merest leucorrhcea, and, 
after paying her several visits, on June 7th I pronounced her 
cured and ceased my attendance. But on July 19th I was 
sent for, to learn that the pink discharge was beginning to 
return, and that a slight hemorrhage had taken place. The 
os uteri being now larger, I began a series of scrapings, both 
with the-blunt and the sharp curette, and made intra-uteriue 
injections of saturated tincture of iodine, and of strong solu- 
tions of the silver nitrate, of chromic acid, of tannin, and of the 
iron subsulphate. 
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The curetting and the applications did her much good for 
the time being, but whenever she made me desist from local 
treatment—for she could not bear much pain—the discharge 
began to return. OnceI slipped in three tents and examined 
the uterine cavity with my finger. I found nothing but a 
number of isolated rough points, which I scraped away with 
the sharp curette, and then swabbed out the cavity with fum- 
ing nitric acid. Several times I pushed into the uterine cavity 
a good-sized piece of the solid nitrate, but all without avail. 

Getting alarmed at the return of the vegetations, I submitted 
separate specimens to Drs. J. Tyson and Carl Seiler. The 
former, under the date of October 15, 1877, wrote to me that 
‘“The fragments are those of a papilloma (Zotten-Krebs) or 
villous cancer of the uterus.’’ In this decision Dr. Seiler 
also concurred, after an independent examination of entirely 
different fragments. 

One day in February, 1878, after a truce of about three 
weeks, another hemorrhage took place. I now found the os 
almost patulous enough to admit my finger, and when I in- 
troduced a small glass speculum into the vagina, the pressure 
of it upon the lower portion of the womb squeezed out a 
number of brain-like vegetations of unusual size. The curette 
and intra-uterine injections were of course again resumed, but 
in addition full doses of arsenic were given; and so the treat- 
ment went on until last July, when, upon giving an unfavor- 
able prognosis, my patient concluded that I could not cure 
her, and very wisely discharged me. I have since learned 
that she steadily failed, and died from loss of blood in the 
following February. 

Cask II.—On March 28, 1878, I was called by a medical 
friend to see a lady of full habit, who was about 45 years old. 
For a year she had been bleeding very desperately at her 
monthly periods, and she had now been losing blood for three 
weeks. I found a very ragged os, angry-looking enough to 
have been mistaken for a cancer, and large enough to admit 
the finger half-way up the cervix. The womb was very bulky, 
and gave ameasurement of four inches. So much blood es- 
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caped on the withdrawal of the sound that the diagnosis of 
polypus was unhesitatingly made. 

Four or five tents were accordingly crowded in, and the next 
day I went fully prepared to remove the growth. The patient 
was etherized, and upon the withdrawal of the tents I was 
able to explore very carefully the whole uterine cavity. To 
mly surprise, no polypus was present, but in its place a large 
number of vegetations. These I removed with the polypus- 
forceps and with the dull and the sharp curette. Most of 
them came from the left cornu, and they were so numerous 
that they must have filled a dessert-spoon. ‘The endometrium 
was next painted over with a saturated tincture of iodine. 
No bad effects followed ; she became very much better in 
every respect. 

This improvement, however, did not last very long, and I 
was again compelled to use the curette on June 19th, and yet 
again on July 5th, removing on each occasion large quantities 
of vegetations. 

At the last visit I swabbed out the uterine cavity with fum- 
ing nitric acid. ‘The benefits this time were more lasting ; 
for six months elapsed before my services were again needed, 
and she now is well, after the lapse of nine years. 

CasE III.—Late in the night, some years ago, I was sum- 
moned to see the mother of a friend. She was sixty-five 
years old, and, like the preceding cases, of full habit, but 
in splendid health. Her monthlies:-had been very abundant, 
but they ceased at the age of fifty, and she had not since lost 
a drop of blood per vaginam. But during this day she felt 
her old menstrual pains, and at night, without other premoni- 
tion, a profuse flow came on. I contented myself with giv- 
ing her some doses of ergot, and two days later made a 
thorough examination. 

The womb was movable and gave a measurement of three 
inches. The cervix showed no signs of disease, but the os 
was larger than it should have been at that time of life, and 
it gave egress to a fluid like the menses in color and in smell. 
The blunt curette being introduced, brought nothing away ; 
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so a sharp one was used, which scraped off one hard mass as 
large as a bean, and numerous other tapioca-like growths of 
the size of a pea, which very nearly filled the bowl of a table- 
spoon. For eighteen months after this operation, she did not 
have a uterine symptom and remained in excellent health. 
Then slight shows of blood took place. These developed in- 
to hemorrhages, and she died a few months later from un- 
doubtedly malignant disease of the womb. 

The high social standing of this lady made the question 
of malignancy one of great importance. On the other hand, 
the diagnosis of villous cancer and the constant return of the 
vegetations in my first case, and their large number with 
three returns in my second case, made me watch all with in- 
tense interest. Specimens of the vegetations of each one 
were submitted to Dr. W. F. Norris, who was kind enough 
to examine them for me with the utmost care, and the fol- 
lowing is his report : 

‘(27TH JUNE, 1878. 

“DEAR Docror.—The specimens which you submitted to me are all 
essentially alike in structure. 

“They consist of ovoid masses covered with clotted blood. After the re- 
moval of the latter, they appear of an ash-grey color, covered with minute 
rounded prominences, and average about seven mm. in length by five mm. 
in breadth. 

‘‘Some were examined while fresh by tearing, and without the addition 
of any reagent ; others were treated with a one-quarter per cent. solution 
of silver nitrate, and others, again, hardened in picric acid. Of the latter 
numerous sections were made, which showed everywhere a series of thin- 
walled blood-vessels, arranged in loops, covered by a columnar epithelium. 

‘‘Those treated with silver nitrate presented over their entire surface a 
net-work of delicate black lines, including irregularly polygonal spaces due 
to the well-known action of this agent in intercellular material. 

‘‘With one or two exceptions, all the ovoid masses were, when fresh, very 
soft, and readily crushed between the fingers. Those which were harder 
were similar in structure to the softer ones above described, but owed their 
hardness to blood-clots which lay in the interpapillary interstices, and 
which were undergoing absorption and organization. The surrounding tis- 
sues, as well as the clot itself, were tinted with various shades of decompos- 
ing hematin, and in the clot itself were numerous single and many nucle- 
ated cells, entangled in meshes of coagulated fibrin. There was nowhere 
any trace of the fibro-muscular walls of the uterus. 

‘“‘I consider the growth to be a papilloma. As regards the question ot 
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malignancy, its epithelial nature, of course, gives it at once an appearance 
of relationship to the epithelial cancers; but this question, I think, must be 
decided by a section of the growth in situ, and the observation whether or 
not it has a tendency to infiltgate and spread in the proper uterine walls. 


“Yours, truly, 
“WM. F. NORRIS.”’ 


I have not yet had the opportunity of making a section of 
such a growth zz sztu, but Dr. W. Lusk, of New York, re- 
ports acase* which died from progressive cachexia, and in 
which he secured an autopsy. ‘The examination of the 
womb was made by that excellent pathologist, Dr. M. D. Mann, 
who pronounced the disease to be ‘‘villous degeneration of 
the uterine mucous membrane,’’ and added, ‘‘The specimen is 
one of extreme interest both clinically and pathologically, no 
such case having been described by any author with whom I 
am familiar.’? 

An analogous case happened in the practice of Dr. Edwin 
B. Bertolet, of Oley, Pa., to whom I am indebted for the fol- 
lowing details: 


“During the last three years of her life, the lady had constant bleeding 
from the womb, at times amounting to an alarming hemorrhage. ‘This 
occurred several times while the patient was seated at the dinner table. She 
had sacral pains and uterine tormina, which usually ended in the discharge 
of clots. Six months before her death she called in Dr. Bertolet, who found 
the uterine cavity measuring four and a half inches in length. The cervix 
was free from disease, but the os was patulous, andthe endometrium studded 
with growths which bled freely when touched with thesound. As no treat- 
ment proved availing, Dr. P. B. Breinig, of Bethlehem, was ¢alled in on 
January 9, 1878. At this time the uterine cavity measured five and a quarter 
inches in length. The endometrium was scraped with the curette, and about 
a tablespoonful of the growths was removed. These were submitted to the 
Committee on Morbid Growths of the Pathological Society of Philadelphia, 
who ‘ were inclined to consider it a cystic papillary adenoma.’f The patient 
was greatly relieved by the operation. The uterine tormina ceased, and the 
blood was replaced by a serous discharge, which soiled two napkins daily. 
But she gradually failed, and died two months after the operation. The 
post mortem revealed an irregularly shaped womb of the size of the foetal 
head, the enlargement being principally at the left cornu. The endome- 
trium contained pus, and was covered with shaggy masses which penetrated 
into the parenchymatous structures. The pelvic viscera were matted to- 


* American Journal of Obstetrics, January, 1878, p. 133. 
t Philadelphia Medical Times, April, 1878, p. 354. 
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gether by old and new adhesious, and a few of the mesenteric glands were 
enlarged. All the other organs were normal.” 


Winckel found a womb in the Dresden Museum, unfortu- 
nately without clinical history, which he said Dr. Hirschfeld 
carefully examined, and which, from the description and the 
beautiful illustration accompanying it, must have been analo- 
gous to my first case of this group.* Winckel, from the 
microscopic and macroscopic examination, called it an ade- 
noma papillosum diffusum partim polyposum corporis uteri. 
Hirschfeld, who confined himself strictly to its histological 
aspects, gave it the name of cylinder-celled adenoma (Cyizn- 
derzellenadenom). ‘This specimen led Winckel to think that 
a case which he had treated at Rostock, and to which he had 
given an off-hand diagnosis of sarcoma, must have been one 
of these villous growths. In spite of treatment, the hemor- 
rhagic growth returned, but owing to his removal from Ros- 
tock to Dresden, he lost sight of the case. Later, he saw a 
case in which the disease began within the cervical canal, 
and, despite all treatment, rapidly descended. In six weeks’ 
time it had invaded not only the vaginal portion, but the 
vagina as well. As the woman now ceased to attend his 
clinic, he concluded that the issue was a fatal one. Referring 
to this case, he says, ‘‘The rapidity of return, and the great 
extent of surface attacked, show that such adenomata are not 
much behind the most malignant new formations.’’ ‘To this 
group of adenomata probably belong two cases reported by 
Matthews Duncan.} In each there was a return of the growth 
in the uterine cavity, and the general health of each was fail- 
ing at the time when his paper was read. 

Villous cancer of the bladder is not an uncommon disease; 
but of the cavity of the womb it is either extremely rare, or it 
has not been recognized. Apart from my cases, and from 
those reported by Drs. Lusk and Bertolet, and perhaps the 
two of Dr. Duncan’s, I know of none with clinical histories. 


* Die Pathologie der Weiblichen Sexual-Organe, Leipsic, Lieff. ii., p. 40. 
t Obstetrical Journal of Great Britain and Ireland, November, 1873, p. 
497. 
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Ido not think that the pathological status of these villous 
growths has yet been definitely settled, and the field remains 
open to future investigators. ‘The careful autopsy of Dr. 
Lusk’s case, the fatal issue of Dr. Bertolet’s case, and the 
unequivocal history of my first and third cases point to forms 
of a malignant type. But in my second case there is no ap- 
pearance of progressive cachexia: on the contrary, the lady 
has greatly improved in health, and has safely reached the 
menopause. 

With our present light the prognosis of villous growths of 
the endometrium must of course be a guadred one, and yet 
not wholly unfavorable. Winckel reports a cure of one, 
springing, however, from the fore-lip of the cervix ; and Pro- 
fessor Kocker, of Berne, avers ‘‘ that papilloma vesicz, in the 
female, has been frequently treated by operative proceedings 
(through the dilated urethra) and brought toa satisfactory 
conclusion, and, indeed, been healed.’’* He further reports 
a cure of this disease in the male bladder, by opening the 
urethra on a grooved staff, and then scraping off the growth 
by a long sharp scoop, bent at an angle. Another case of 
villous cancer of the female bladder is published by Dr. W. 
Alexander, who in October, 1877, and in the following May, 
scraped off the growth with apparently good results ;f but 
time enough has not yet elapsed to pronounce the cure a 
permanent one. Bryant, on the other hand, asserts that 
“There is no cure for this affection... . . The disease 
usually destroys life in about two years.’’f 


(oc) SARCOMATOUS DEGENERATION OF THE ENDOME.- 
TRIUM. 


To make this lesson more complete, some reference must 
be made to sarcomatous degeneration of the endometrium. 
And I wish here to be understood as referring not to sarcoma 


* British and Foreign Medico-Chirurgical Review, July, 1876, p. 210, from 
Centralblatt fiir Chirurgie, April 1, 1876. 


t Lancet, August 17, 1878, p. 209. 
t Surgery, p. 505 
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of the parenchyma, which is essentially fibroid in its struc- 
ture, circumscribed in its growth, and which assumes a 
tumor-like form from the outset; but to sarcoma of the sub- 
mucous connective tissue, which begins as a diffuse prolifera- 
tion, and grows in the direction of least resistance,—viz., in- 
to the uterine cavity,—and involves the endometrium. It 
may, however, secondarily invade the wall of the uterus, 
either by destructive pressure or by infiltration; but this 
happens only in its last stages. It consists microsopically of 
a new growth of small round cells, which, as Jenks, who has 
written an excellent paper on the subject, has observed, * 
‘Care always separated the one from the other by a certain 
amount of intercellular substance, and are arranged after no 
definite type, never packed together in alveoli, as is the case 
in cancer.’’ 

Irregular and profuse menstruation, and intermenstrual 
leucorrhcea, gradually becoming more and more fetid, are 
the first symptoms; then pain, when the mass has grown 
large enough to arouse the resentment of the womb and 
awaken its contractions. ‘The curette will cause consider- 
able hemorrhage, and bring away many fragments which 
present the appearance of medullary cancer; but a micro- 
scopic examination will infallibly determine this character. 
If the cervical canal be now dilated and the finger passed in, 
the uterine cavity will be found filled by an irregular, ragged, 
and diffuse growth, without a capsule, which breaks down 
under the finger. Sometimes the womb, irritated by the 
growing mass into powerful contractions, will force a portion 
of itinto the vagina. It will then assume the form of a 
polypus, the pedicle of which will be the part constricted by 
the os uteri. By this constriction the circulation of the pro- 
truded portion become impeded. It therefore disintegrates, 
bleeds profusely, and gives offa very fetid smell. Its diffuse 
growth, absence of capsule, friability, placenta-like structure 
to the feel, and, later, its excessive fetor, stamp it with an 
almost unquestionable macroscopic individuality. 


* American Supplement to Obstetric Journal of Great Britain, etc., vol., 
i, p. 116, 
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The prognosis is an extremely unfavorable one, but the 
fatal issue is greatly postponed by operative measures. The 
treatment consists in repeated removals of the growth as fast 
as itis renewed. This is best accomplished by crushing off 
the polypoid portion by the écraseur, by scraping its base with 
a sharp curette, and by cauterizing it either by the hot iron 
or by fuming nitric acid. 

I have met with this disease in one typical case: 


M. D., aged 45, was, according to her own account, well and regular until 
June, 1871, when she ‘‘flooded”’ continuously for four weeks. July 4, she 
called in a physician, who removed a tumor from her vagina as large as her 
her fist. She was now free from hemorrhage until Christmas, when flooding 
again began. As nothing checked this, a vaginal examination was made, 
and another tumor found. It was removed by the écraseur in February, 
1872, and again a third one in the following April. The following June she 
was first seen by me, and I found a polypoid tumor as large as a hen’s egg 
protruding from the os uteri. It had no pedicle other than the constriction 
caused by the os, and seemed attached to the whole left lateral surface of 
the uterine cavity, as far as the finger could reach. Being very friable, it 
broke down under traction, and was, therefore, removed (July 1) in frag- 
ments by fenestrated forceps, curved scissors, and by scraping the uterine 
walls with the curette and the finger-nail. For nigh two months succeeding 
the operation, the patient, being put on iron and arsenic, improved astonish- 
ingly, and I flattered myself that she was cured; but late in August hemor- 
rhage again returned. In spite, now, of the use of the curette, of intra-uterine 
applications of carbolic acid, of the silver nitrate, of tincture of iodine, and 
of nitric acid, repeated alternately every week after the operation, the growth 
was slowly reproduced. November 2, she passed a large fragment, after 
severe expulsive pains. On the succeeding day the os was found blocked 
up by an exceedingly offensive mass, which was removed in fragments and 
sent to the late Dr. William F. Jenks for examination. He found the 
growth to bea round-celled sarcoma. The uterine cavity seemed now to be 
wholly invaded. On the 16th another large mass was expelled, after very 
severe expulsive pains. She now steadily grew worse, and discontinued her 
attendance on the clinic of the University of Pennsylvania. Subsequently 
it was learned that, after being greatly reduced by hemorrhage, and after 
suffering more or less from severe uterine colics, she died early in 1873. 


Another very analogous case I have had verified by micro- 
scopic examination; but I have misled my notes, and cannot 
remember the details. A third case, also verified by the 
microscope, presented itself to the clinic of the University, 
and I removed the growth. Nothing has since been heard of 
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the woman, but she will probably return. Iam sure that I 
saw a fourth case, a patient of Dr. E. L. Evans, and a lineal 
descendant of one of our Hessian prisoners who settled down 
on the Neck after the close of the Revolution. She was over 
sixty, and had been losing blood—a loss which she at first 
welcomed as a token of returning youth, but she soon changed 
her mind and sent for Dr. Evans. He discovered the tumo1 
and asked me tosee her. I met him in June, 1877, and found 
a large friable and non-capsulated tumor, exactly as in my 
first case, protruding from the os. It broke down under trac- 
tion, and I wrenched off fragment after fragment with a poly- 
pus-forceps until its base was reached, which seemed to cover 
also the whole left lateral surface of the endometrium. ‘This 
I scraped smooth, and then cauterized with a saturated tinc- 
ture of iodine which happened to bein my bag. I gave a 
very unfavorable prognosis; and yet, nine years afterwards, on 
April 7, 1886,, I saw this woman hale and hearty. She was 
then seventy-two years old, and had had no return whatever 
of the uterine hemorrage. Very unfortunately, I lost the 
fragments carried away for microscopic examination; and yet 
I cannot help thinking that it wasa case of round-celled 
sarcoma. 


LESSON XxXV. 


POLYPUS OF THE WOMB. 


OR all practical purposes, a uterine polypus may be de- 
fined as a stalked tumor, hanging from the mucous surface 
of the womb, and partaking of the same histological charac- 
teristics as the stroma from which it springs. If it grows 
from the lining membrane, it will be mucous; if from the 


Fic. 88. 
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FIBROID POLYPUS WHICH HAS BEEN EXTRUDED FROM THE CAVITY OF THE 
UTERUS, THE TRIANGULAR SHAPE OF WHICH IT RETAINS. (BARNES.) 


sub-mucous cellular tissue, it will -be fibroid; if from the 
muscular fibres, it will be myomatous; and if it starts in the 
glands, as retention cysts, it will form the variety known as 
the glandular polypus. 
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Polypi usually occur singly, but I have removed several at 
one time, from the uterine cavity, which, like gall stones, 
were flattened on the surface of impact. 

The most common symptom evoked by a po:ypus is hemor- 
rhage; but the amount bears no*proportion to the size of the 
tumor. Sir Charles Locock* reports the death of a woman 
from uterine hemorrhage, caused by a polypus not larger than 
a pea. On the other hand, I have seen no excessive loss of 
blood from one as large as an apple. They bleed more when 
within the uterine cavity, and less after their extrusion into 
the vagina. At times the menstrual flux appears at the usual 
period, but it is profuse; more frequently the interval shortens; 
then, again, blood may dribble away more or less all the 
time. Other symptoms are leucorrhcea, vomiting, and ex- 
pulsive pains, the last two as the result of uterine distention. 

As to the cause of polypus, it is evidently due to perverted 
nutrition, to an increased constructive energy in the womb; 
for these are hyperlastic growths, like polypi in the nose. 
Anything that will cause and keep up an irritation of the 
uterine structures is competent to create these tumors. What 
is the most frequent cause of nasal polypus? Catarrh of the 
Schneiderian membrane. In the same manner an analogous 
condition in the womb, a catarrh of its lining membrane, will 
produce a like result. Sterility and single life are pre-emi- 
nent factors in the production of these tumors. My exper- 
ience is, that you will find them to be more frequently the 
cause than any other factor. But why should they produce 
them? you will ask. Because the irritation of menstruation 
continues without any break. Nature never intends that the 
monthly congestion should go on indefinitely, but she ex- 
pects such interruptions to it as gestation and lactation 
usually bring. Another cause, closely relating to the pre- 
ceding, is perverted sexual relations, which excite and irritate 
without satisfying. In short, uterine polypi and uterine 
vegetations start from pretty much the same causes. 

The polypus ordinarily met with is the small glandular 


. * Medico-Chirurgical Transactions, vol. xxxi., p. 173. 
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variety, which appears to consist of one ovule or more of 
Naboth. In size it rarely exceeds a marrow-fat pea, and is 
found just within the os externum, or hanging out of it. 
Since it retreats before the finger into the cervical canal, and 
thus escapes detection, a speculum should always be used. A 
bivalve is here the best, because, by making the os gape 
widely open, it may reveal one so high up in the canal as to 
be beyond the reach of the finger. From its soft and slippery 
nature, it eludes the grasp of any ordinary forceps, and, 
therefore, should be either snipped off with a pair of scissors, 
or twisted off with a fenestrated forceps (Fig. 89). Any ten- 
dency to hemorrhage can be controlled by an application to 
the stump of fuming nitric acid, or of a red-hot knitting 
needle. 


Fic. 89. 


Polypi that start from the uterine cavity grow to a much 
larger size, and when first discovered by the physician, are 
rarely smaller than a hickory nut. Varying much in size, 
they will be found either wholly in the vagina, or partly in 
the vagina and in the womb, or wholly within the uterine 
cavity. Whenever they hang loosely in the vagina, or dan- 
gle partly out of the dilated os, like the clapper of a bell, 
there is neither difficulty nor hazard in their removal. They 
can often be twisted off, but no great force must be used for 
this purpose, lest the root of the stalk should wrench off a 
portion of the uterine wall. They can be snipped off with a 
pair of scissors curved on the flat; or the stalk can be first put 
on the stretch, and then scratched through with the notched 
nail of the index finger, just asa blunt knife will sever the 
strands of a rope when tightly stretched. The safest, and 
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therefore the best plan, however, is to noose the pedicle with 
the loop of the écraseur. Should the polypus prove so large 
as to fill up and greatly distend the vagina, it may be impos- 
sible to reach the pedicle. In such a case different plans 
may be pursued, but the tumor must be got away by hook or 
by crook. One method is, to cut off as large a slice as possi- 
ble by a very strong wire loop slipped up as high as it will go. 
On the removal of this slice, the rest of the polypus will 
descend still lower, so that at a second ora third trial the 
pedicle will be reached. ‘The risk from hemorrhage is not 
very great, even when the tumor is of a large bulk. Before 
the €craseur came into use, I once assisted at an operation, in 
which a very large polypus was removed with a curved pair 
of scissors. Although the pedicle was not reached until two 
large slices had been cut off, each after an interval of a week, 
no hemorrhage requiring a tampon took place. 

Another plan consists in seizing the growth with the mid- 
wifery forceps, or by two very strong volsellz, and in drag- 
ging it outside of the vulva. The wire loop of an écraseur 
can then be thrown around the pedicle. If this instrnment 
is not attainable, the pedicle can be sawed off by a fine but 
strong piece of hempen twine, in the same manner as a bar 
of soap is often cut into uniform pieces. If knotted at two or 
three points, the twine will sometimes cut better. Bither 
method reduces the risk of hemorrhage to a mininum, but 
the knife can very generally be used with impunity. As 
these very large tumors often spring from the cervix, care 
must be taken to follow down the reflected fold of the vagina 
upon the cervix, so as not to apply the twine or the wire so 
high up as to include a portion of Douglas's pouch. One 
hint in regard to the wire écraseur: Whenever no great 
power is needed to cut through the noosed pedicle, each end 
of the loop may be fastened to the traveling button. But 
when the object to be cut off is large, the one end of the loop 
should be fastened (as represented in Figure go) to one of the 
immovable bars projecting from the shaft near the handle, 
aud the other end twisted around the traveling button. 
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Since only one end of the loop now travels, the movement is 
slower, but the half-sawing and half-crushing action thus 
gained greatly diminishes the resistance, increases the power, 
and lessens the chance of having the wire snap. ‘The only 


FIG. 90. 


WIRE ECRASEUR. 


objections to this adjustment are the slowness of the move- 
ment, and the liability of the button to come home before the 
stalk has been wholly cut through. 

A few words about the wire to be used will not come amiss. 
From long experience, having first used ordinary annealed 
wire for this purpose, which often annoyed me by snapping 
at the critical moment, I have finally been led to use exclu- 
sively pianoforte wire for the écraseur. For years I have 
used nothing else than this excellent steel wire, made for the 
high notes of the piano. You will need wire as strong as you 
can get it, for you will be astonished at the resistance it 
meets in cutting through the structures of a fibroid polypus. 

Inversion of the womb being a very rare accident, is for 
this reason very liable to be mistaken for a polypus. When 
a polypus, partly projecting from the uterine cavity into the 
vagina, has contracted adhesions with the margin of the os, 
the diagnosis between it and an inversion of the womb may 
be very difficult. Sometimes the womb is partly inverted by 
a polypus, and the inverted portion may be mistaken for the 
pedicle. To make out this diagnosis, remember, first, that, 
unless directly after labor, the tumor of an inversion is scarce- 
ly larger than the non-gravid womb. Hence, a voluminous 
tumor distending the vagina cannot be simply an inverted 
womb. Next, pass up the sound, and if it indicates a length 
of two inches and a-half, or more, beyond the edge of the os, 
the tumor is not an inverted womb. If it cannot be made to 
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enter more than an inch, the womb is probably partly in- 
verted. If neither cervix nor uterine cavity can be discov- 
ered, and the tumor is not larger than the non-gravid womb, 
it is very likely to prove an inversion of the womb. ‘To con- 
firm the diagnosis, give ether, pass up the index finger, or 
even half of the hand, into the rectum, and try to reach 
above the tumor. If inversion be partial, a cup-like depres- 
sion, like the bottom of a bottle, will be found where the 
‘undal vault should be. If inversion be complete, the womb, 
will be absent from its accustomed site. Sometimes, how- 
ever, in spite of these methods, the diagnosis will still be 
doubtful. Withhold now the ether and stab the tumor with 
an acupuncture needle. If the woman flinches, it is the 
womb, and not a polypus, for the latter is not sensitive. 
Again, to make sure of no error in this matter, withhold all 
anzesthetics, and tighten the loop of the écraseur very slowly. 
If now the woman complains of great pain, some portion of 
the womb has been noosed. Hence, in doubtful cases, the 
inference is plain never to use anzesthetics while the pedicle is 
being cut through. 

When a polypus, starting from the fundus, contracts ad- 
hesions with the margin of the os, these must be broken up 
by the fingers, or cut through with the scissors, before the 
true pedicle can be reached. The tapiroid cervix, adverted to 
under the subject of prolapse, may be mistaken for a polypus. 
But as the remedy in each is the same, no harm will accrue 
from a false diagnosis. ‘The tale told by the existence of an 
os externum, and of a uterine cavity, should never permit a 
completely prolapsed womb to be mistaken for a polypus. 

The intra-uterine polypi are by no means so easily disposed 
of as the other two varieties. The first difficulty in the way 
is to discover the growth : for it may be so small as not to en- 
large the womb appreciably ; the cervix may not be effaced, 
or the os dilated ; or the sound may impinge upon the poly- 
pus, and deceive the physician by a short measurement. 
Since the most prominent symptom is hemorrhage, the first 
thing to be done, when this persists, is to explore the uterine 
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cavity with the finger. For this purpose the canal of the 

cervix must be dilated by tents, and in the manner previously 

described ; due heed being paid to the caution, given in a 

preceding lecture, of effecting this dilatation, if possible, with 

but one batch of tents. This method of gaining the cavity 

of the uterus will not, however, always be needed, and here 

is a hint worth remembering: During the catamenial flux, 

the temporary increase in the bulk of the tumor, through 

congestion, together with the resulting labor-like pains, so 
opens up the canal as often to permit the passage of the fin- 

ger. Some polypi have actually appeared in the vagina dur- 

ing the period, and have afterwards been so withdrawn into 
the uterine cavity, as to escape detection at a subsequent ex- 
amination. ‘This fact should be explained to the woman, else 

her innate feeling of delicacy would cause her to shrink from. 
an examination at such a time. 

An intra-uterine polypus having been discovered, how is it 
to be removed? By adopting the following plan, somewhat 
modified from that of Dr. Kidd, of Dublin, I have not yet 
been foiled: ‘The woman is first etherized, and afterwards 
brought in the dorsal decubitus to the edge of the bed, where 
each knee is supported by an assistant. The operator now 
seizes the anterior lip of the os with a volsella, draws the 
womb down as low as possible, and then entrusts the instru- 
ment to one assistant, with the injunction to hold it steady. 
Meantime the other assistant renders efficient aid, by keeping 
up a firm supra-pubic pressure upon the fundus. The oper- 
ator next introduces the index finger of his left hand into the 
uterine cavity, and by it as a guide seizes hold of the polypus 
with a second volsalla. He now tries to twist the tumor off, 
but, for reasons previously given, with no great force. Fail- 
ing in this, he, in order to gain more room in the vagina, 
removes the first volsella, and then slips the wire loop of an 
écraseur over the handles of the second. ‘This volsella is put 
into the hands of an assistant, who makes firm downward trac- 
tion with it, while the operator proceeds to slide the loop up 
beyond its claws and over the equator of the polypus. The 
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easiest way to do this, as I have found by much experience, 
is to bend the loop back, and let the tip of the écraseur enter 
the womb first. The latter must be pushed up as far as it 
will go, and the wire then coaxed up by the fingers. When 
the pedicle is reached, the operator draws in the slack of the 
loop, but before tightening it, causes the traction of the vol- 
sella on the polypus to be relaxed, and then pushes up the 
fundus of the womb with the shaft of the écraseur. The ob- 
ject of this manceuvre is, not only to restore the vault, or 
fundus, of the womb if it has been partly inverted and cupped, 
like the bottom of a bottle, by the traction on the polypus, 
but also to get the loop close up to the root of the pedicle. A 
few turns of the windlass in the handle of the écraseur now 
cut off the polypus, which, being still held by the volsella, is 


FIG. 9I. 


OPERATION FOR REMOVING POLYPUS UTERI BY WIRE ECRASEUR.—THE 
POLYPUS IS SEIZED BY THE SECOND VOLSELLA AND NOOSED 
, BY THE WIRE Loop. (BARNES.) 


finally extracted (Fig. 91). In like manner may the projec- 
ing portion of a submucous fibroid be shaved off flush with 
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the uterine wall. The remaining portion is then usually ex- 
pelled later by the process of spontaneous enucleation. Should 
the physician not possess an écraseur, he may, perhaps, be 
able to scratch through the pedicle with the notched nail of 
his index finger or with Thomas’s serrated spoon. Or he may 
sever it either with a curved and probe-pointed bistoury, or 
with a long pair of scissors curved on the flat. Sometimes he 
may be able to saw through the pedicle, by a piece of twine 
carried up and worked by means of Gooch’s double canula. 

A polypus once removed never returns, but a second one, 
dwarfed by the pressure of the first, may now rapidly grow. 
There is, however, that growth of peculiar malignancy—the 
round-celled sarcoma—often referred to by writers under the 
name of ‘‘recurrent fibroid—’’ which may deceive the phy- 
sician into the impression that he is dealing simply witha 
polypus, and lead him to give, as I once did, a favorable 
prognosis. It bleeds very freely, emits a very bad odor, has 
no capsule, and feels much like placental tissue. The struc- 
ture is so friable as to break down with very slight traction. 
The constriction of the portion protruding from the os gives 
the idea of a pedicle; yet on following it up with the finger, 
it will be found to have no circumscribed uterine attachment, 
but to lose itself in an analogous intra-uterine mass. It 
greatly resembles a polypus, but the diagnostic points laid 
down in my last lesson, ought to keep you from making any 
mistakes in its recognition. 

In the remaining brief moments of my hour with you, I 
purpose to consider in a few words some special points in the 
treatment of polypus. Suppose a woman is pregnant, and 
comes to your office with one dangling in the vagina, should 
you remove it or not? My advice is, during the early months 
of gestation, to let it alone; even if it be only a small one on 
the cervix, not larger than a pea, do not touch it, and more 
especially if it be large. The irritation following its removal 
may lead toa miscarriage. Wait for four months to elapse, 
when the vulnerability of the pregnant womb will be less, 
and then you can remove it with comparative safety. You 
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should always remove them, because their presence may in- 
terfere with. labor, or they may slough from injury received 
during labor. For the same reasons, if a polypus be first 
discovered during labor, put on the écraseur and remove it at 
once, before the child is born. But if, after labor is over, you 
discover a polypus within the uterine cavity, it is not easy to 
lay down an inflexible rule of procedure. I once lost a patient 
six weeks after labor, from the breaking down of such a 
tumor, and I should therefore prefer to attempt its immediate 
removal, if the operation promised to be an easy one; but this 
course is as yet mooted. 

There is another point wnich I shall illustrate in this way: 
A married lady comes to you witha history of dysmenorrhcea 
and of sterility, which has lasted some ten or twelve years. 
She finds that the dysmenorrhcea has gone on increasing, and 
she lately has suffered from menorrhagia, and has had to go to 
bed at the time of her monthlies. In sucha case the first thing 
is to insist upon a thorough examination, and not to jump to 
any conclusions arrived at by a mere digital exploration. For, 
although these symptoms generally point toa flexion of the 
woib, this is not always the case. For instance, in a case of 
this kind, I found that the patient had been for two years 
under the care of several practitioners, who had never made an 
intra-uterine examination. I first made a digital exploration, 
and found a retroversion, rather than the flexion which I had 
expected to find. The womb was not much displaced, but 
sufficiently so to give rise tosome of the symptoms. The 
sound went in without difficulty, and I therefore attributed 
the dysmenorrhcea to periodic thickening of the mucous 
membrane, brought about by a long continued leucorrhea, 
and reinforced by the congestion at the menstrual periods. I 
scarified the cervix with the bistoury, without relief. I en- 
larged the canal with the hysterotome, but no improvement 
followed. It was only after dilating with sponge tents that I 
discovered the cause, for, on removing them the next day, I 
found entangled in their meshes a’ beautiful fibrous polypus, 
as perfect in its form as an ear-drop. Acting like a ball- 
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valve in the cervical canal, it had caused the dysmenorrheea, by 
impeding the discharge of the menstrual fluid, and the ster- 
ility by preventing the seminal fluid from entering the womb. 

Thus you see that these little cervical tumors, or the reten- 
tion cysts of the glands of Naboth, may escape careful explora- 
tion, and you must sometimes make a diagnosis by exclusion. 
To confirm your suspicion you should take a sponge-tent as 
large as you can, and crowd it into the canal. A laminaria 
tent will not answer so well, as it has no meshes. If you 
choose, you can previously stretch open the os with a dilator. 
In removing the sponge the next day, you may be rewarded 
by finding, entangled in its meshes, some small polypus or 
some fungous growths. ‘Therefore, when such cases present 
themselves to your notice, carefully examine the sponge-tent 
after you have withdrawn it; otherwise, you will be at a loss 
to explain the sudden improvement in your patient. On the 
other hand, I have twice seen an intra-uterine polypus of some 
size broken off from its attachment, by the use of a fagot of 
tents, and left behind loose after their withdrawal. In each 
case, my surprise was great to find it come away without any 
traction. 

In order to avoid, as much as possible, the use of tents, 
which is a slow, painful and hazardous procedure, I have of 
late years been resorting to the uterine dilator. For instance, 
in a case of suspected intra-uterine polypus, the cervical canal 
is stretched open by the dilator so as to admit a small fenes- 
trated polypus forceps. The polypus is then caught at hap- 
hazard, like a stone in the bladder, and twisted off. I have, 
over and over again, had less difficulty in catching the polypus 
and twisting it off, than in subsequently removing it through 
the narrow canal. 

In conclusion, whenever you discover a polypus, remove 
it the best way you can, either whole or piecemeal; but re- 
move it by one operation, if possible, and not by repeated 
ones. Also, always remember to disinfect the vagina before 
the operation, and the womb and vagina after the operation— 
preferably by the mercuric bichloride. 

22 
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ROM the numerous opportunities which this clinic affords, 
you have long since discovered that the womb is more 
subject to benign, and perhaps to malignant, growths, than 
any other viscus of the body. ‘These organic affections it has 
been my purpose to take up in order; and I shall therefore 
end, this morning, with the fibroid tumor, as the last one of 
the series, and the one most commonly met with. 

The statistics on this point would be very startling, where 
they not somewhat contradictory, Thus: Mr. Pollock, the 
late Curator of the Museum of St. George’s Hospital in Lon- 
don, reports* that, during a period of ten years, out of 583 
women dying in the hospital of various diseases and at differ- 
ent ages, 39—seven per cent,—were found to have fibroid 
tuinors of the womb; and that only one of these women was 
under the age of thirty. Dr. Oerum found in the record of 
1002 autopsies of female bodies of all ages performed in the 
city hospitals of Copenhagen, 53 cases with uterine fibroids, 
or 5.3 per cent. Under twenty years of age there were 294 
cases, and not one hada fibroid. From the ages of twenty 
to twenty-nine years, there were 149 cases, and of these but 
one had a fibroid. Of 147 cases between the ages of thirty 
and thirty-nine, there were six with fibroids. Of 131 cases 
between forty and forty-nine, thirteen had fibroids. Of ror 
cases between fifty and fifty-nine, fourteen had fibroids. Of 
96 cases between sixty and sixty-nine, ten had fibroids. Of 
51 cases between seventy and seventy-nine, eight had fibroids. 
Of 8 cases between the ages of eighty and eighty-nine, one 
had a fibroid. Out of 25 whose ages were unknown, there 
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were none with fibroid tumors. It appears then, from Dr. 
Oerum’s statistics, that, under the age of thirty, fibroid 
tumors of the womb are rare ; and that they occur in twelve 
per cent. of all women over forty years old.* On the other 
hand, Bayle statest that these tumors are present in twenty 
per cent. of all women over thirty-five years old ; and Klobt 
that ‘‘ undoubtedly forty per cent. of the uteri of females who 
die after the fiftieth year contain fibroid tumors.’’ Here is 
an apparent want of harmony; but it can, in a measure, be 
explained, if we consider, firstly, the fact established by these 
statistics, that age is a predisposing cause; and secondly, the 
circumstance that these averages are based upon varying ages 
—viz., upon different degrees of liability. Yet, while admit- 
ting the frequency of this disease, I believe that Bayle’s and 
Klob’s estimates, from not being based on autopsic statistics, 
are altogether too high, and that their source of error lies in 
the promptness with which advice is sought by women thus 
afflicted. It is acurious fact that one or more of these fi- 
broids will be found not only in the majority of middle-aged 
colored women, but—what is rare in whites—often enough 
in black and mulatto girls barely over twenty years of age. 
Between the two races there exist other marked differences, 
which you will do well to remember. Thus, ovarian ¢ysts 
and cancerous affections of the womb are extremely rare in 
colored women, while keloid growths are common enough. 
Globular in form and dense in structure, the fibroid tumor 
varies in size from a boy’s marble to a boulder taking up 
more room than a child at term, and weighing 30, 40, 60, 
and even 100 pounds. You will find it stated that it is sel- 
dom solitary, but gregarious,—two or more being usually 
present. From my own observations, however, from those 
of Fordyce Barker,§ and also from the statistics of Mr. Pol- 
lock,—who found that, out of 39 cases, 21 had single tumors, 
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—I am inclined to think that single and multiple tumors are 
about equally divided. True, an examination during life 
will often convey the sensation of two or more tumors ; but, 
after death, these will usually be found to be the irregular 
bosses or excrescences of a parent tumor. Whenever multi- 
ple, they are, as a rule, outgrowths from the peritoneal sur- 
face of the womb; and one of them then diverts the blood to 
itself, and increases in bulk far more rapidly than the other. 
Should two happen to start together from under the mucous 
lining of the womb, the stronger one will before long grow at 
the expense of its fellow, and may even obliterate it. 

In its early history, a fibroid tumor exhibits a simple in- 
crease of nutritive activity at some point in the muscular 
layer of the uterine wall. ‘To all intents, it is nothing more 
than an exaggerated development of unstriped muscular 
fibres, bound together, like those of the uterus, with connec- 
tive tissue, and is in fact a myoma—that is, a muscular 
tumor. Its histological resemblance to the womb is so strik- 
ing that, even after full development, a shred taken away 
from it may not be distinguishable, under the microscope, 
from one removed from the hypertrophied but unimplicated 
portion of the womb. If, however, from each a slice—a 
topographical section, as it were—be taken, and the structure 
of the one as a whole be compared with that of the other, in 
the uterus there will be seen a significant order in the dispo- 
sition of its fibres; in the tumor, a purposeless jumble. 
Growing by an independent proliferation of its own cells, a 
fibroid neither infiltrates adjacent tissues nor becomes inti- 
mately incorporated with them ; but, as it increases in bulk, it 
simply displaces them by crowding them away on every side. 
The connection between it and the uterine stroma consists 
merely of delicate vascular filaments from its areolar capsule, 
which are so frail that, unless some inflammatory action has 
glued the tumor to its nest, it may be shelled out as easily as 
a ripe orange can be peeled out from its rind. 

Unlike malignant growths, fibroid tumors very rarely begin 
in the cervix uteri, but at some point above the os internum; 
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nor are they found in the anterior wall so frequently as in the 
posterior. Their growth, being in the direction of least re- 
sistance, is determined by the stratum of uterine tissue in 
which they happen to start. Thus, if one has its site in the 
centre of the uterine wall, it will bulge as well into the 
uterine as into the abdominal cavity; but more into the 
latter, because the resistance in that direction is less. If it 
starts from a point nearer to the mucous lining, it will pro- 
ject into the uterine cavity. Should it take its origin from 
the muscular layer under the peritoneal investment, it will 
grow out of the womb into the abdominal cavity. Now, 
- since this accident of position gives variety to the symptoms 
of uterine fibroids, graduates the intensity of suffering, and 
modifies their prognosis and treatment, it has very appro- 
priately been chosen as the basis of their classification, thus: 

(a) Sub-peritoneal, sub-serous, extra-uterine, or surface 
fibroids, are those outgrowths from the womb which project 
into the abdominal cavity and carry before them a fold of 
peritoneum. 

(0) Lnterstetial, parietal, intermediate, or intra-mural fi- 
broids, denote those which are imbedded in the uterine wall, 
aud are covered on all sides by uterine tissue. 

(c) Sub-mucous, intra-uterine, or cavity fibroids, are those 
ingrowths into the uterine cavity which start from that 
stratum of uterine tissue nearest to the mucous membrane, 
and are covered by this membrane. 

The prime cause of these growths is perhaps unknown; but 
they undoubtedly increase under the stimulus of undue uterine 
congestion. Sexual intercourse always aggravates their 
symptoms, and marriage is pretty sure to start the growth of 
one hitherto dormant. Sterility is undoubtedly a predispos- 
ing cause, and so is single life—because, from this point of 
view, both old maids and barren wives suffer from the con- 
gestion due to uninterrupted catamenia; and the latter, in 
addition, from that of unfruitful sexual excitement. Reamy’s 
elaborate statistics of uterine fibroids show that the age of 
greatest liability is between 30 and 4o, and ‘‘that old maids 
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are first in rank of susceptibility, sterile married women 
second, and fruitful women third.’’* 

The proliferation of connective tissue-cells, determined by 
the congestions and extravasations of dysmenorrheea, is ad- 
vanced by some writers as a common cause. ‘This opinion is 
strengthened by the striking fact that dysmenorrhcea is the 
frequent antecedent of chronic metritis—a disease in which 
the structure of the thickened wall resembles so much that 
of a fibroid nodule, that it is hardly possible to tell them 
apart. Further corroboration of the congestion-theory is 
gained by the circumstances, that fibroids rarely appear before 
the age of thirty, and never before puberty; that the period 
of their greatest activity corresponds to the period of greatest 
menstrual activity; that after the menopause they usually 
cease to grow, and sometimes shrink away; and finally, that 
during the catamenial flux they temporarily so increase in 
size as often to cause dysuria and other pelvic disturbances. 
Other causes of these tumors undoubtedly exist. After the 
stretching and weakening of uterine fibres by repeated preg- 
nancies, these fibroids have been observed to start at points 
where the involution has been imperfect., 

Subjective symptoms are not always evoked by the presence 
of a uterine fibroid, but when present they are manifold, and 
yet not so diagnostic as to do more than to arouse a suspicion, 
confirmable only by a physical exploration. In the usual 
order of their sequence, menorrhagia will first appear, or the 
intervals between the catamenia will shorten. Next will be 
added dysmenorrhcea and uterine colic,—for, during the men- 
strual flux, the tumor swells up to such a bulk as to arouse 
the expulsive efforts of the womb. Metrorrhagia, alternated 
by a copious leucorrhcea, will then set in, and rapidly weaken 
the woman, who will now be worried by reflex uterine symp- 
toms, such as nausea, headache, cardialgia, and palpitations. 
Finally, as the fibroid increases in size, there will followa 
train of symptoms owing to the mechanical effects of pressure 
on the pelvic organs, vessels, and nerves. ‘This consists of 
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dysuria, vesical catarrh, difficult defecation, hemorrhoids, and 
of cedema, varices, and cramps of the lower extremities. The 
objective symptoms are far more distinctive, but, as they are 
modified by the site of the tumor, their consideration must be 
embodied in the history of each variety: 

The sub-peritoneal fibroid grows more rapidly and attains a 
greater bulk than either of the other two varieties. Although 
of stone-like hardness, and nodulous, it yet begets symptoms 
less exacting than those of the others, and rarely destroys life. 
I think, however, that, on the whole, it gives more pain than 
the other varieties. Its attachment to the uterus, at first 
broad and sessile, often becomes constricted and elongated 
into a pedicle, long enough to permit great mobility in the 
cavity of the abdomen, almost independent of the movements 
of the uterus. Sometimes, through some rude fall or sudden 
succussion, the stalk snaps, and the fibroid will then roll 
_ about at large in the abdominal cavity. This severance from 
the womb is not followed by the death of the fibroid, for, like 
a loose cartilage in the knee-joint, or like a foetus escaped 
from a rent in the womb or from an extra-uterine cyst, it will 
retain its vitality indefinitely—in one recorded case, as long as 
fifty years. Again, it will be found separated from the womb 
and attached to other organs. In such situations it is easily 
recognized as a parasite by its histological characters—its 
uterine origin being plainly indicated by the presence of 
organic muscular fibre. This transplantation is brought about 
in two ways: By inflammation, the peritoneal investment of 
the fibroid contracts adhesions to that of the abdominal wall, 
or to that of some movable viscus, as the bladder, the intes- 
tines, or the rectum, which, by its contractions, dilatations, 
or movements, so lengthens out the pedicle as to break it. 
Or the fibroid may glue itself to a fixed point, such as to some 
part of the pelvic tissues; and afterwards the condition of 
pregnancy or the growth of an intra-mural tumor, by causing 
an increase in the size of the uterus, puts the stalk to a stretch 
which it cannot bear. In one case, related by Simpson, the 
uterine contractions after labor broke the pedicle of a fibroid, 
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which had become attached to the walls of the abdomen dur- 
ing the last moths of gestation. 

If the pedicle of an extra-uterine fibroid be long and nar- 
now, the uterus will not usually increase in size; indeed, it 
may take on atrophy. Upon external palpation, conjoined 
with a vaginal examination, there will be found in the cavity 
of the abdomen a movable tumor of apparently large size. 
But, in estimating the size of an abdominal tumor, remember 
that it always seems larger than it really is, because the fin- 
gers grasp not only the tumor, but also a double thickness 
of the abdominal walls. Due allowance must be made for 
this; else, the fatter the woman the larger will the tumor be 
deemed. A good way of estimating the amount of this error, 
is to pinch upa fold of the abdominal wall between the thumb 
and forefinger, and then to subtract its thickness from the 
apparant diameter of the tumor. Should the displacement 
of the tumor communicate motion to the handle of a sound 
passed up to the fundus, a uterine attachment may be safely 
inferred. When firmly grasped, its stony hardness and the 
absence of any sickening pain will exclude the idea of its 
being an enlarged ovary. Asa rule, a sub-peritoneal fibroid 
does not distress the patient by any very irksome symptoms. 
Yet I have seen one cause excessive suffering, and also fatal 
dropsy from its pressure on the blood-vessels. A pedunculated 
one may lodge in the retro-uterine space, and give rise to 
much pelvic disturbance; but, before attaining any great bulk, 
it will usually work up out of the pelvic cavity and perch on 
the brim. Unless, then, the rectum or the bladder is incon- 
veniently pressed upon, its discovery by the women is almost 
always accidental—often enough not until it has grown to a 
size double that of the fist. 

This patient, S. R., thirty-five years old, has been twelve 
years married without ever conceiving. Although her left 
lung contains a large cavity, and her strength is much spent 
by pulmonary hemorrhages, she has, in great alarm, come a 
distance of over a hundred miles to consult me about an ab- 
dominal tumor, which she, by the merest chance, discovered 
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a week ago only. Several of you examined her in my private 
room, and found two nodulous growths squatting upon the 
surface of the womb, and one tumor, as large as an orange, 
floating about in the abdominal cavity. The uterine cavity 
measures three inches, but the additional half-inch is due to 
the two sessile outgrowths, and not to the floating tumor, 
which is moored to the womb by a long and slender stalk. 
These facts were determined by the extreme mobility of the 
tumor, and by the distance to which it had to be pushed over 
to one side before any motion was imparted to the handle of 
the sound. ‘To the gentlemen who examined her, it seemed 
strange, that neither uterine nor pelvic symptoms had been 
awakened by the presence of such large foreign bodies. But 
the truth is, that none of these tumors have crowded her pel- 
vic organs; and, further, that her catamenia have been long 
suppressed by the constitutional effects of her lung-disease. 
On the other hand, I have hardly succeeded in convincing 
her that her chest-trouble is by far the more serious one; and 
she returns home to-day somewhat dissatisfied that my treat- 
ment is limited to arsenic, iron, and cod-liver oil. 

This, gentlemen, is a very instructive case, because you 
will often meet with such in practice. Nothing unnerves a 
woman more than the discovery of a tumor in her abdomen., 
By sheer brooding I have seen one lady become insane, and 
another go into a decline. You must, however, be on your 
guard against imaginary tumors—phantom tumors, we call 
them—which women have a knack of finding in their bellies. 
Whenever you are consulted for any kind of uterine fibroid, 
tell your patient, as I now tell this woman, that it never de- 
generates into cancer, and very rarely grows rapidly; that it 
is not an ovarian cyst, that it seldom proves fatal, and that, 
even when large, it is not often inconvenient unless from its 
weight. Calm her fears with the hope that, after the cli- 
macteric, her tumor may shrink away, and perhaps wholly 
disappear. ‘The stoppage of the menses in the woman before 
you will probably prevent any further increase in the bulk 
of her tumors; but, then, on the other hand, it here imports 
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extensive disease of the lungs. She leaves us, as you see, 
more light-hearted than when she first came, but still not 
altogether satisfied. Before another patient is admitted, let 
me point out to you one error in my treatment of this case: 
I ought to have prescribed a mental salve in the shape of 
some local application to the abdomen. Sick adults, like 
children, often need humoring; and he is often the most suc- 
cessful practitioner who knows when and how to humor. 
When the fibroid is zz¢erstitca/—that is, imbedded in the 
uterine wall—it will be attended by an hypertrophy of the 
whole uterus, but more especially of that portion of its mus- 
cular layer which forms the nidus. There will also be a 
corresponding enlargement in the uterine blood-vessels, 
which will sometimes emit a sound very like the “ placental 
bruit.’? ‘The ‘placental bruit’’ of pregnancy is wrongly so- 
called, for the sound is owing less to the circulation of the 
placenta than to that in the enlarged uterine vessels at its 
site. ‘The louder the bruit, then, heard over a fibroid tumor, 
the thicker is that layer of uterine wall between it and the 
ear—a fact of great importance in establishing a diagnosis. 
The mucous membrane becomes vividly red, and it thickens, 
but never to the production of a decidual lining, as in intra- 
uterine or extra-uterine fcetations. Turgid veins traverse it, 
and a sanguinolent mucus bathes it. The uterine cavity, 
rendered tortuous and rigid by the bulging-in of a nodulous 
tumor, cannot usually be measured by the ordinary sound; 
but this flexible one of annealed silver will commonly adapt 
itself to the irregularities of the track, and pass up to the 
fundus. Should you be baffled in an exploration by either of 
these metallic sounds, you have in reserve a plan devised by 
the late Marion Sims: A No. 6 bougie, stiffened by its wire 
and slightly curved at its tip, is fairly introduced within the 
os uteri; in order, now, that the wire should not further ad- 
vatice, its ring is firmly held in one hand, whilst with the 
other the bougie is pushed up into the cavity. By this ma- 
noeuvre the vaginal portion only of the bougie is kept stiff, 
whilst the uterine portion, remaining pliant, moulds itself to 


INTERSTITIAL FIBROIDS, 347 


the distorted uterine cavity. According to the size of the 
fibroid, the sound will then pass up a distance of from three 
to seven inches; but it should be used with great gentleness, 
as its passage is very likely to provoke a hemorrhage. 

An interstitial fibroid may in time be forced toward either 
the abdominal or the uterine cavity, becoming extra-uterine 
or intra-uterine, as the case may be. ‘This is brought about 
by the continuous peristaltic action of the uterine walls, which 
in health serves to clear out the mucous and menstrual secre- 
tions. In this manner also an originally submucous fibroid 
may be converted into a true fibroid polypus. But it is 
doubtful whether, as has been contended, an imbedded fibroid 
ever becomes polypoid in character without first losing its 
mucous or its muscular investment,—that is to say, without 
the process of spontaneous enucleation. ‘The vitality of the 
interstitial fibroid is of a lower grade than that of the two 
other varieties ; at least so it seems to me, from the way in 
which it behaves. It is less able to resist disturbing influ- 
ences, and therefore the more frequently undergoes structural 
changes. It does not itself often inflame, but its serous in- 
vestment is liable to attacks of inflammation, resulting some- 
times in pelvic or even in general peritonitis. Bearing this 
in mind, you will not handle them roughly, nor needlessly 
dilate the cervical canal with tents. In my experience, these 
attacks of localized peritonitis have usually taken place dur- 
ing or just after the flow of the menses, and I have therefore 
thought, that they could sometimes be attributed to the escape, 
into the peritoneal cavity, of the contents of a mature ovisac. 
For the bulk of the tumor may so disturb the relations of the 
pelvic organs, as to make it impossible for the fimbriated ex- 
tremity of the oviduct to grasp the ovary. 

The functions of a womb encumbered by one of these 
fibroids become disordered. Pregnancy rarely takes place, 
and when it does, usually ends in an early abortion. This 
small bottle contains a three-months embryo, which was ex- 
pelled from a womb with a large fibroid in its posterior wall. 
Even after a clean delivery, the oozing of blood was so alarm- 
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ing as to demand the use of the tampon. ‘The cause of this 
abortion was probably the unequal development of the uter- 
ine walls. 

The earliest and most marked disturbances produced by 
this kind of fibroid are, however, in the catamenia. ‘These 
grow more and more abundant; they will perhaps anticipate 
the natural time, or become metrorrhagic. Luckily, these 
Symptoms are not so violent as in the next variety—the sub- 
mucous. ‘This rule is, however, not a constant one, for here 
is an exception to it: This patient, Mrs. S., aged forty, and 
the mother of six children, is almost exsanguious from a 
ceaseless oozing of blood, which arises, I find, from a uterine 
fibroid as large as a child’s head. Four years ago she mis- 
carried, with much flooding, and she has since run the gaunt- 
let of menorrhagic and metrorrhagic attacks, while the womb 
has been slowly and steadily increasing in size. ‘The flexi- 
ble sound passes up a distance of six inches in front of the 
tumor, which is therefore in the posterior wall, and its pas- 
sage very decidedly increases the hemorrhage. ‘The cervix 
is not effaced, but abruptly projects from a stony hard body ; 
it feels much like the nipple of a breast greatly engorged 
with milk. The pelvic cavity seems blocked up by a dense 
and an immovable tumor, quite smooth in the vagina, but 
studded with nodules on its supra-pubic aspect. Defecation 
is difficult, and the efforts to empty the bladder painful and 
frequent. Upon ausculation, a very distinct murmur is audi- 
ble over the whole uterine body. The length of the cervix, 
the great size of the tumor, and the bosses on its abdominal 
surface, lead me to think that it is an interstitial fibroid, 
although the excessive catamenial flows, and the intercurrent 
hemorrhage point rather toa submucous fibroid. ‘To atrive 
at a correct diagnosis, and also to lessen the waste of blood, I 
shall dilate the cervical canal with sponge tents. 

When the fibroid is submucous, the uterus enlarges as in 
pregnancy; the cervix becomes shortened and oftentimes 
effaced; while the os is likely to be found ring-like and open. 
Prominent among the symptoms will be pelvic pains and 
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uterine cholic. The functional disturbances will be greater, 
and the local congestion more intense, than in the preceding 
variety. Hemorrhage, and that in excess, will rarely be 
absent. The sound will penetrate to a depth greater, in 
proportion to the size of the tumor, than in the interstitial. 
In short, all its symptoms are commonly more exacting and 
more marked than those of the other two. But no great 
stress must be laid on their intensity as a means of diagnosis, 
for this relation does not always hold good. In fact, I have 
seen interstitial fibroids exhibit very urgent symptoms, 
whilst those of a submucous growth have been hardly appre- 
ciable. 

Hitherto I have tried to point out the distinctive features 
of the three kinds of fibroids; but there are certain character- 
istics common to all. After they have attained to the size of 
a hickory-nut, displacements of the womb follow. By reason 
of its increased weight, not only will that organ descend 
bodily in the pelvis, and thus become prolapsed and even 
procident, but it will also bend over and double up, produc- 
ing flexions of that wall on which the growth is seated. An- 
teflexion causes hardly more than vesical irritation; but a 
retroflexed womb, by pressing upon the sacral nerves, the 
rectum, and the neck of the bladder, gives very great annoy- 
ance. Sometimes, as the tumor grows and begins to impinge 
either upon the sacrum or upon the symphysis pubis, the 
fundus of the womb is pushed over to the opposite side and 
the flexion is reversed. Thus, a fibroid nodule in the anterior 
wall first brings about an anteflexion; but, its growth in that 
direction being repelled by the pubic bones, it pushes the 
fundus of the womb away from the symphysis, and tilts it 
over into Douglas’s cul-de-sac. At times the womb is so dis- 
placed that its os is with great difficulty reached. In such 
cases, it will be usually found, by squeezing the finger well up 
between the tumor and the pubic symphysis. 

Like the gravid uterus after the fourth month—but being 
solid by no means so uniformly—a fibroid, when too large for 
the pelvic cavity, tends to rise up above the brim, dragging 
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the womb with it. The os will then be found higher up, 
often indeed beyond the reach of the finger. ‘This aScent of 
the tumor is followed by a great mitigation of all those symp- 
toms produced by pressure. Sometimes, however, by neglect 
it becomes impacted, or else, by the irritation of confinement 
in the pelvic canal, it inflames and contracts adhesions to sur- 
rounding tissues. It cannot now ascend, but soon blocks up 
the pelvic canal; first crowding upon the neck of the bladder, 
so as to render the introduction of the catheter difficult and 
even impossible; next, flattening the rectum to a ribbon, and 
otherwise producing the most formidable symptoms. ‘The 
reason why vesical disturbances precede those of the rectum, 
are that the bladder, being in the conjugate—viz., the shortest 
—diameter, and abutting on the pubes, can hardly escape fromm 
being nipped; whereas the rectum not only lies in the oblique 
diameter, and hugs closely the hollow of the sacrum, but also 
is further protected from pressure by the promontory. 

The situation of a fibroid, rather than its size, will often 
modify the character of the symptoms. ‘Thus, quite a small 
interstitial one at the internal os makes-the cervix crescentic, 
the fibroid occupying the concavity. In these cases, the 
stricture thus induced causes sterility and distressing dysmen- 
norrheea, and usually the introduction of the sound will be 
found difficult. One of our patients thus afflicted promised to 
be here to-day; but she has not kept her word. ‘Those of you 
who have examined her will recall the case. She is twenty- 
five years old, four years married, sterile, and was a martyr to 
agonizing attacks of dysmenorrhcea. I found the womb ante- 
flexed, as it generally is in virgins and in nulliparous women, 
and the cervix hook-shaped from a fibroid not larger than a 
boy’s marble, situated at its junction with the corpus. I 
never had a case in which the introduction of the sound gave 
me more trouble; indeed, it was only by straightening out the 
crooks and turns of the canal by very firm traction on the 
anterior lip with a tenaculum, that I succeeded at all. I an- 
ticipated a great deal of difficulty in treating this case; but, 
to my agreeable surprise, by dint of forcible dilatation, by re- 
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peated scarifications of the cervix, which was much congested, 
and by the local application of a saturated tincture of iodine, 
she is now greatly relieved. 

During the period of menstrual life, nature rarely inter- 
feres with these fibroid tumors, and a spontaneous cure is then 
hardly to be expected. They slowly increase in bulk until 
the change of life, when they commonly stop growing, and 
either remain passive, or else begin to shrink, and perhaps 
disappear. Sometimes, without any explainable cause, arrest 
of growth or even retrogressive changes will take place long 
before the change of life. Occasionally a spontaneous cure 
is brought about by an ulceration of the internal uterine wall 
over the fibroid, which then either breaks down and comes 
away in débris and putrilage, or else, by uterine contractions, 
is shelled out whole from its capsule. Chiefly in the inter- 
stitial variety, an arrest of growth, and even atrophy, will at 
times take place by a disorderly deposit of lime, which, by 
breaking off the vascular filaments of attachment, interferes 
with the nutrition of the fibroid. A uterine calculus thus 
formed either remains innocuous in its nest, or is squeezed 
out and expelled per vaginam—a phenomenon which greatly 
puzzled the older anatomists. Here is a womb containing 
three of ‘these stones; its history is unfortunately unknown. 
Observe how loosely each one lies in its bed, and with what 
ease they could have been pried out. This calcareous degen- 
eration, as a means of cure, is analogous to the cretaceous 
transformation of pulmonary tubercle. It happens chiefly in 
old subjects and in smaller tumors. A calcified fibroid looks 
as if the calcareous particles were at first deposited at isolated . 
spots, and had afterwards cohered at irregular points of con- 
tact. This gives it the rough appearance of a mulberry 
calculus; but it is much less dense. ‘This calcareous degen- 
eration is not true bone; for it possesses none of the osseous 
elements, not even cartilage-corpuscle. It is the result of a 
chemical rather than of a physiological process, and resembles 
brain-coral in appearance. The false ossifications of the econ- 
omy—such, for instance, as the ossification of the arteries in 
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old people—all point to enfeebled vitality. By analogy we 
may, therefore, attribute the cretaceous transformation of 
fibroids to their low grade of life. But that is not the only 
assignable reason; another one is, that the womb and its con- 
tents are very prone to this curious change of structure. 
Cases are on record, in which the walls of that organ have 
become incrusted with lime, or even converted into a bony 
shell. A foetus detained by missed labor has been found pet- 
rified; and you will not practice long without meeting with 
a placenta studded with gritty particles of chalk, sometimes 
in patches so extensive as to cause the death of the child by 
impeding the circulation of the blood. 

In certain rare cases, uterine tumors primarily fibroid will 
take on acystic transformation; in other words, a solid growth 
becomes honeycombed with cyst-like cavities, each cyst con- 
taining fatty débris and liquefied tissue. These fibro-cystic 
tumors affect that portion of the corpus uteri which is not 
covered with peritoneum, although this is not their invariable 
site. ‘There they grow very rapidly, dissecting up the peri- 
toneum from off the pelvic organs and abdominal walls, and 
often attain an immense size. From their physical and 
clinical resemblance to cystic disease of the ovaries, they are 
of special interest to the ovariotomist. 

There is yet another very interesting termination to these 
fibroids, which must not be overlooked. During pregnancy 
they receive more blood, and consequently grow more rapidly 
than at other times. Now, trees of slow growth have a tough 
and hard fibre, which resists atmospheric action; whereas the 
wood of quick growers is soft, porous, and liable to decay. In 
like manner these tumors, becoming pulpy and succulent 
from the rank juices of the gravid womb, present conditions 
favorable to retrograde metamorphosis. After labor, the 
uterine contractions so constringe the blood-vessels that the 
fibroid no longer gets the amount of pabulum needful for its 
quickened vitality. It shrivels, and may even disappear, 
either through simple atrophy, or by a process of involution 
analogous to that of the parturient womb. Sometimes, bruised 
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by the pressure to which, during the throes of labor, it has 
been subjected, it breaks down and comes away in grumous 
and fetid discharges, too often then destroying life by septi- 
ceemia. 

At this stage of our inquiry an interesting question comes 
up—one which your patients will eagerly put, and one which 
you must therefore be prepared to answer: Does a fibroid 
ever degenerate into cancer? In good faith you can reply, 
‘“Never.’’? ‘The few blood-vessels and lymph-vessels of this 
growth, its loose attachment to the parenchyma, and its con- 
sequently sluggish life, restrict its action, and preclude the 
possibility of any malignant degeneration. Careless observ- 
ers, misled by the fact that a fibroid may coéxist with a can- 
cer in the same womb, have mistaken coincidence for conse- 
quence. Or perhaps they have been deceived by the putrid 
sloughs of a disintegrating tumor. But, with our present 
light, the doctrine of the convertibility of the former into the 
latter is untenable. 

Step by step I have led you on, until the time has come to 
discuss the physical and the differential diagnosis of this class 
of tumors. A digital examination per vaginam will discover 
an enlarged womb, with increased weight and diminished 
mobility. Conjoined with this, external palpation will show, 
by the play of the mass between the two hands, that the 
supra-pubic tumor is an integral part of the womb. In small 
tumors the bi-manual examination will often prove ineffica- 
cious, and in fat women wholly fail. ‘The site of a fibroid 
and its kind determine the ease with which it can be dis- 
covered. ‘Thus, a fibroid if sessile and on the lower segment 
of the womb, is readily discoverable by the rectum or by the 
vagina. On the other hand, much larger ones may escape 
detection if intramural or submucous, or if seated higher up 
towards the fundus. Retroflexion must not be mistaken for 
a fibroid in the posterior uterine wall. In each, there will be 
a tumor in the interspace between the rectum and the uterus. 
The direction in which the sound passes, and the ease with 
which it corrects the displacement, should discriminate be- 
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tween these twoconditions. Again, ina retroflexion a sulcus 
exists between the cervix uteri and the apparent tumor ; and, 
further, the latter, being the fundus of the womb, is tender 
to the touch. Whereas, in a fibroid there is not this tender- 
ness, and the cervix, without any intervening furrow, loses 
itself in a hunch on the back of the womb. I lay stress on 
this point, because you will find it stated in most of your 
text-books, that this sulcus does not exist in retroflexions ;. 
but in my experience its presence is the rule, and its absence 
the exception. If, in a case of apparent retroflexion, the con- 
cavity of the sound looks anteriorly, there must be present 
either a fibroid on the posterior wall, a dislocated ovary, an 
extra-uterine foetation, or, what is very rare, a bifid uterus. 
The depth to which the sound passes will also greatly aid 
the diagnosis ; for nothing but a tumor—when pregnancy or 
an hypertropic elongation of the cervix is excluded—can 
lengthen out the cavity to four, to five, or to six inches. 
By the direction which the sound takes, and also by feeling 
for its tip, either above the pubes or in the rectum, you can 
tell on which wall of the uterus the fibroid is growing. 

It is not always easy to distinguish a fibroid tumor from the 
gravid womb. The uterine murmur in each is the same; 
nausea and vomiting are often present; fcetal movements 
may be imagined; very analogous pigmentation of the skin, 
especially that of the forehead, takes place, the areola around 
the nipple darkens, and even a milky fluid can, sometimes, 
be squeezed cut of the breast. Other signs of pregnancy 
are perhaps found, and the physician jumps to that conclusion, 
overlooking such counterproofs as the hemorrhagic attacks, 
the absence of moisture and of cedema around the nipple, 
and the lack of the ordinary changes in the lower segment 
of the pregnant womb. Whenever a fibroid is present, the 
womb feels hard,—far more so than when gravid; the cer- 
vix does not soften down, and is not so continuous in outline 
with the lower segment of the womb, but projects abruptly, 
like the nipple on a distended breast. Nor does the vagina 
become violet in hue; but to this I have seen one marked 


FIBROID TUMORS OF THE WOMB. 355 


exception. Further, the pregnant womb grows rapidly, and, 
when handled, becomes alternately hard and soft; it also 
shows a distinct outline when irritated into contraction. 
None of these signs are discoverable in a womb containing a 
fibroid. Still, in some cases all these rules will fail, and you 
will have to fall back on time to clear up the diagnosis. In 
doubtful cases it is always safer to assume the existence of 
pregnancy until the contrary is proved. On the other hand, 
do not forget that pregnancy may coéxist with a fibroid 
tumor, and be chary, therefore, in the use of the sound. In 
the treatment of uterine diseases remember this golden rule: 
Think twice before you pass the sound. 

An ovarian tumor is usually distinguishable from a fibroid 
by its fluctuation and by its rapid growth; by the uterine 
sound, which will not indicate any marked enlargement of 
the uterine cavity; by the absence of menorrhagia, of leucor- 
thoea, and of uterine souffles and colics. "There will be a 
greater mobility and a higher elevation of the womb, and a 
less tendency to displacement, than in fibroids; also, the ulnar 
margin of the hand can be sunk more deeply between the 
pubes and the tumor, if ovarian. Fibroids begin very rarely 
indeed before the age of thirty, and never after that of fifty; 
ovarian tumors are common to all ages before and after the 
period of puberty. Colored women—as I have before told 
you—are extremely obnoxious to fibroids, but very rarely so 
to cystic disease of the ovaries. 

A differential diagnosis between the three varieties of fibroid 
is often of great importance, but it may not be attainable by 
the ordinary signs and symptoms; or a question of intra- 
uterine polypus comes up. What is the course now to be 
pursued? Clearly, to explore the uterine cavity with the 
finger. For this end, the cervical canal must be dilated 
either by a series of sponge-tents, or of slippery-elm-tents, or 
else by a fagot of laminaria-tents. But stay! these agents 
will not always be necessary; for—and pray do not forget this 
—during the catamenial flux, the increased bulk of the tumor, 
together with the resulting labor-like pains, so opens up the 
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os uteri as often to permit the passage of the finger into the 
uterine cavity. 

In so far as danger to life is concerned, the prognosis of 
uterine fibroids is on the whole so favorable that you can give 
honest comfort to your patient. Her days, it is true, may be 
shortened by exhausting leucorrhoea and hemorrhages; or she 
may be jaded out by the pain and distress caused by the bulk- 
pressure, which chiefly happens when the tumor is fibro-cystic. 
She may also die from the dropsical effusions caused by ob- 
structed circulation in the larger blood-vessels. But these are, 
fortunately, exceptional cases; whilst sudden death from the 
violence of the hemorrhage is extremely rare. Attacks of 
peritonitis are not uncommon; but even these are generally 
not fatal, unless they result from child-birth. The nearer the 
woman to the critical period of life, the more favorable is the 
prognosis; but remember this important fact: Zhe menses will 
linger on beyond the usual time. Fibroid tumors, in common 
with other uterine affections leading to congestion, keep up 
the ovarian nisus, and greatly prolong the menstrual period 
of life. To a woman who has passed the climacteric, you 
can hold out hopes not only of a life of comparative comfort, 
but also of a decline in the size of the tumor. 

Pregnancy very greatly enhances the peril of the woman. 
New dangers, which cannot be glossed over, now confront 
her. When seated in the lower segment of the womb and in 
front of the presenting part of the child, a fibroid may render 
labor difficult, dangerous, or impossible. Besides those aris- 
ing from obstruction, it may cause other very grave dangers. 
Wherever seated, the now pulpy and succulent tumor—if of’ 
the submucous or of the interstitial variety—is liable to sus- 
tain serious injury from the effects of labor. It may be so 
bruised as to kindle up a fatal peritonitis, or to break down 
and give rise to septicemia. Further, by hindering firm 
uterine contraction, it may retard the labor, or induce an un- 
controllable post-partum hemorrhage. Or the irritation of 
its presence may goad the womb into exhausting after-pains. 
The retention of the placenta or of the membranes is another 
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complication likely to happen in these cases. In two which 
fell to my care, the uterine cavity was so distorted by the 
bulging in of a submucous fibroid, that although I succeeded 
in getting away the placenta, the membranes were torn off 
and left behind. For fear of bruising the tumor, I did not 
dare to force my hand into the uterine cavity to remove 
them; but by the third day they had worked down to the os, 
and were then coaxed away. In each of these cases, the ex- 
pulsive pains were so hampered by the presence of the solid 
body in the uterine wall as to need the aid of the forceps. 
Both deliveries were followed by alarming flooding, by an 
exhausting oozing which lasted several days, and by very 
unruly after-pains. One of the women recovered so perfectly 
from the immediate effects of labor as to be able to be about 
the house, but in the fifth week septic symptoms set in, and 
she died soon after. After death, the tumor was found to 
have softened down into putrilage. The other woman gave 
me much anxiety. Her convalescence was slow, her pulse 
feeble and frequent; she had night-sweats, great prostration, 
and other symptoms which led me to fear that disintegration 
had begun, but she finally did well, with the fibroid greatly 
reduced in bulk. 

A few years ago I exhibited to the Obstetrical Society of 
this city a womb containing in its posterior wall a fibroid 
larger than the ovum at term. It had been removed by my 
friend, Dr. Wm. B. Atkinson, from the body of a light-mu- 
latto woman, aged thirty-five, who had died quite suddenly 
on the tenth day after giving birth to a fully-developed infant. 
This fibroid must have grown very rapidly during gestation, 
for previously to her delivery she had not been conscious of 
its existence. ‘The labor would probably have been tedious 
had not the feet presented, which enabled the attending phy- 
sician—Dr. W. F. Patterson—to render early assistance. 
Curiously enough, there was neither post-partum hemorrhage, 
nor any other complication. Although the tumor had begun 
to soften at its centre, death was, I think, due, not to pyzemia, 
but to puerperal embolism of the pulmonary artery. For, 
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from the very imperfect contraction of the womb—splinted 
up as it was by the fibroid—it is reasonable to suppose that 
some one of the physiological clots of the unconstringed 
uterine vessels had become long enough to project into a 
large vein, where its tip was washed off and swept into the 
pulmonic circulation. 

Do not infer that every kind of uterine fibroid is dangerous 
to the woman in labor. Repeatedly have I discovered out- 
growths on the surface of a recently-delivered womb, but 
never, to my knowledge, have they given rise to serious 
symptoms. Being either sessile or pedunculated, they rarely 
interfere with firm uterine contractions; whilst their position 
outside of the muscular layer secures them from the grip of 
the uterus. It is only when one lodges in the retro-uterine 
space that it can be squeezed, and then only by pressure from 
the child’s head. | 
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THE TREATMENT OF FIBROID TUMORS OF THE WOMB. 


THERE is no cut-and-dried method of dealing with uterine 
fibroids; their treatment is essentially a combat with 
symptoms. For your guidance, a few broad rules may be 
given, but much must be left to your own good sense. You 
will have to act either on the defensive or on the offensive; 
and I shall therefore divide the treatment into the palliative 
and the radical. ‘The former aims to accomplish the follow- 
ing ends: (a) To stay the hemorrhage; (4) to allay pelvic 
pains and uterine colic; (c) to lessen the inconveniences aris- 
ing from the weight and the bulk of these fibroids; (d) to 
check their growth. 

To stay the hemorrhage is the most imperative of all the 
indications, and as such I shall dwell on it somewhat fully. 
A day or two before the one on which the menses are ex- 
pected, relieve the precursory engorgement of the pelvic vis- 
cera by a saline cathartic, and put your patient to bed, where 
she is to stay during her sickness. Such rest—and I mean 
rest in the widest acceptation of the term, both functional 
and physical—will alone often work like a charm. [If it fails, 
give a teaspoonful of the fluid extract of ergot every fourth, 
sixth, or eighth hour, according to the urgency of the symp- 
toms. Ergot is here our sheet-anchor. In the interstitial 
variety it rarely fails to do good, but in the submucous, it 
will occasionally increase the hemorrhages. Sometimes it 
acts best when combined with tincture of nux vomica, with 
potassium iodide, or with the oil of erigeron. Iced enemata 
and the application of warmth to the spine are important 
adjuvants to the foregoing treatment. So also are vaginal 
injections of large quantities of water as hot as can be borne, 
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and, if these fail, as cold ascan be borne. Next to ergot, 
gallic acid is the most valuable hemostatic. Given in large 
doses,—say twenty or thirty grains every second, third, or 
fourth hour,—I know nothing better to check the most alarm- 
ing hemorrhages, either from the womb, as in menorrhagia, 
or from the bowels, as in typhoid fever. When serious emer- 
gencies of this kind arise, to give smaller doses is mere trifling. 
Any table syrup will disguise its taste and reduce its. bulk. 
Sometimes you will succeed best by combining ergot with 
gallic acid; and to this you must often add laudanum enough 
to allay the severe pelvic and uterine pains. ‘Iwo grains of 
quinia, or ten drops of tincture of digitalis, combined with 
twenty drops of aromatic sulphuric acid, and given every two 
hours, will sometimes succeed when other remedies fail. 
Scarifying the cervix a day or two before, or even during, the 
menstrual flux, will relieve the local congestion, and very 
materially lessen the bleeding. 

During the intervals between the menses, or between the 
inter-current hemorrhages, some intelligent treatment must 
be adopted. To supply the waste of blood, iron in some form 
is indicated; not given alone, however, but in combination 
with such medicines as lessen the congestion of the womb. 
For this purpose, ergot and Indian hemp sustain the greatest 
reputation. Digitalis and arsenic have many advocates, and 
so has ipecacuanha. All these remedies must be given in 
full doses. McClintock recommends small doses of the mer- 
curic bichloride; combined with arsenic and iron it has re- 
peatedly been given by me with benefit. Spencer Wells 
lauds a free exhibition of vinca major—the greater peri- 
winkle of our gardens. An infusion of two ounces of the 
leaves to twenty of boiling water, should be given every 
three or four hours in wineglassful doses. Of the fluid ex- 
tract, one drachm can be given at the same intervals of time. 
I have had no experience with it, but, with such a recom- 
mendation, it is worthy of trial. A favorite mixture of my 
own consists of equal parts of the tincture of ferric chloride, 
ailute phosphoric acid, fluid extract of ergot, and the tincture 
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of cinnamon, Of this, one teaspoonful is to be taken after 
each meal, in a wineglassful of water. 

What are you to do if the hemorrhage is not checked by 
these means? Inject subcutaneously from two to four grains 
of ergotine, and if there is no response you may at once pro- 
ceed in the usual way to tampon the vagina. But let me 
here say that it is far better to plug up the os uteri than the 
vagina, for you will then not only stay the existing hemor- 
rhage, but will also, as you will shortly learn, lessen the ten- 
dency to future ones. For this purpose, either squeeze into 
the os the largest tent possible, or else expose the cervix by 
a speculum, hook down the anterior lip, and then, with the 
uterine sound and speculum-forceps, pack little by little into 
the os and uterine cavity all that you can of a long and nar- 
row strip of lint. First dip the lint into vinegar, and also, 
for convenience of removal, leave a short tail outside of the 
' os. ‘To this practice the objection has been made that the 
blood, accumulating in the womb, would force open the ovi- 
ducts and escape into the peritoneal cavity. From spasmodic 
uterine contractions excited by the admission of air, this very 
fatal accident, it is true, happens so frequently after nicking 
an imperforate hymen, as to make that operation a very dan- 
gerous one. But the locked-up menstrual secretions are tarry 
and uncoagulable; whereas the blood from a fibroid rapidly 
clots. Further, were the objection to the tampon valid in 
this instance, it would be also in any case of hemorrhage 
from the non-gravid womb. ‘The tampon of lint should be 
left 2 széu for twenty-four hours, but not longer, as by this 
time it will have become fetid. If necessary, a fresh one may 
then be introduced, to be removed after the same lapse of 
time. Of these two methods, I much prefer the former, be- 
cause since some blood will always ooze out by the side of the 
sponge and through its meshes, it can be kept in for two or 
three days without becoming fetid; and because, it is a cur- 
ious and an unexplained fact, that whatever dilates the cer- 
vical canal of a womb containing a fibroid, tends to lessen 
the frequency and the duration of the hemorrhagic attacks, 
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Repeatedly, after using a sponge-tent, either for diagnostic 
purposes or as a tampon, have I seen the hemorrhages much 
diminished for weeks and even months. 

To impress this fact upon your minds, and also to show 
you the worthlessness of unskilled assistants, let me speak to © 
you a moment about one of my patients, when I was a younger 
man. She was thirty years old, six years married, sterile, 
and was reduced almost to translucency by a steady dribbling 
of blood from a submucous fibroid. At her own home in an 
alley, I passed up successively three sponge-tents, before I 
could sufficiently dilate the cervical canal. After their intro- 
duction she gained in flesh and color, and had no hemor- 
rhage other than that attending her menses. While I was 
introducing the last tent, a neighbor, who was holding a 
glass lamp containing kerosene, without giving us the 
slightest warning, fell over backwards in a fainting-fit. My 
patient, having at that moment my base-expanding speculum 
in her vagina, could not move, but she made ample amends 
by uttering shriek after shriek in apprehension of an explo- 
sion. I first sprang for the lamp, that was rolling over the 
floor in a ball of flame, and after getting my hands well 
scorched, succeeded in putting it out. I then groped for our 
assistant, who was doubled up against a chest of drawers, and 
soon brought her to with the contents of a pitcher. We all 
had a hearty laugh over this adventure, but it was cut short 
by my patient’s going off into a violent fit of hysterics. 

Let us advance a step farther; for, to combat this most for- 
inidable of symptoms, to confront what Homer calls, ‘‘the 
purple death,’’ we must be armed at all points. You cannot 
keep a woman always taimponed, and yet, when you remove 
the tents, she may bleed as badly as ever. Swab over the 
endometrium now with fuming nitric acid, or carry up in the 
jaws of the speculum-forceps a good sized piece of the silver 
nitrate, and leave it within the uterine cavity to dissolve 
there. Should these prove unsuccessful, stretch open the cer- 
vical canal by the dilator, and after introducing the slender 
nozzle of the uterine syringe between the open blades, inject 
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into the uterine cavity one or two drachms of the tincture of 
iodine, or of a saturated solution of Monsel’s salt. ‘This 
rarely fails. But you may ask me, if this is so effectual a 
remedy, why delay it?—why not resort to it at first? I an- 
swer, because all intra-uterine injections, for reasons with 
which you are familiar, are attended with some risk; and 
doubly—yes, trebly—so, if the os has not been previously di- 
lated. Fungous vegetations usually grow luxuriantly on the 
endometrium of wombs bearing a fibroid tumor, and the use 
of the curette will often stop hemorrhages that have baffled 
every other treatment. 

Should the hemorrhage still keep on or return, you must 
now permanently dilate the cervical canal to the extent of 
easily admitting your index finger. ‘This is done by incising 
the whole canal, either bilaterally with the hysterotome 
(Fig. 92), or at several points with a probe-pointed and 
curved bistoury. In preforming this operation, it is best to 
expose the cervix by a speculum, and to steady the anterior 
lip with asmalltenaculum. Whenever the cervix is thinned 
down, and the os reduced to a mere rim, a strong pair of 
curved scissors will readily slit its margin. In case the cer- 
vix is long and not at all effaced, my own practice is to 
stretch open the canal by the dilator, and crowd into it a 
fagot of laminaria tents, before resorting to cutting instru- 
ments. My reason for this is, that, very commonly, after 
such a dilatation of the os, the further descent of the tumor 
prevents the opening from closing. 


FIG. 92. 


DOUBLE-BLADED HYSTEROTOME. 


As intelligent men, you will demand the rationale of this 
operation. ‘This I cannot give, for the resulting benefits are 
empirical facts, which you must take on trust. Some writers 
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hold that large vessels are divided by this incision, and that 
an important supply of blood is thereby cut off from the 
tumor. ‘This, however, does not explain the good effects of 
a sponge-tent. Others, that more room is thus gained for the 
tumor, and the veins are then relieved from the engorgement 
due to pressure. Finally, there are those who contend that 
the enlarged os, by furnishing an open channel, prevents 
such an accumulation of blood and mucus as might distend 
the uterine cavity and stretch open the mouth of its sinuses. 
Choose whichever explanation you prefer; to me, they all 
seem forced. 

After such an incision of the os uteri, the hemorrhages will 
often remain for months in abeyance. But should they start 
again to any alarming extent, you hold in reserve yet another, 
and that the last plan. It is one devised by that distin- 
guished ovariotomist, the late Dr. Washington L. Atlee, * and 
one which is very successful. After well dilating or incis- 
ing the os uteri, a long-handled bistoury, curved and probe- 
pointed, is passed up into the uterus as far as the guiding fin- 
ger will reach, and then is drawn firmly down over the tumor, 
freely dividing its capsule and cutting into its substance to a 
depth of about half an inch. I, however, as you will shortly 
learn, prefer to use a fine saw for this purpose. ‘This incision 
severs the superficial blood vessels, which are the ones that 
bleed, and to that extent lessens the vascular supply. It 
also helps the self-enucleation of the fibroid. 

Stripped of its power to bleed, a fibroid is shorn of much 
of its power to do harm ; but there will remain for treatment 
pelvic pains, and the vesical and rectal tenesmus. Rest will 
also here prove of avail. When the tumor becomes too large 
for the pelvis, if not too firmly impacted or too adherent, it 
must be dislodged and pushed up above the brim ; and, by 
the way, this manceuvre has succeeded in putting a stop to 
an obstinate hemorrhage. ‘’o effect this, put the woman in 
the knee-breast posture, introduce two or more fingers into 
vagina, and, for fear of exciting an attack of peritonitis, 


* Trans. American Medical Association, 1863, p. 558. 
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gently graduate the force to the resistance ; bearing in mind 
that less will be needed, if the tumor be pushed up by an up- 
ward and a lateral pressure, so that it may partly rotate on its 
axis, and thus rather skirt the sacral promontory than pass 
over it directly upward. ‘This spiral movement you will find 
extremely useful in the reposition of a retroverted womb, 
whether empty or gravid. In one case of impaction, the 
tumor was quickly raised above the brim by the steady pres- 
sure of Dr. J. P. White’s ‘‘ Uterine Repositor,’’? (Fig. 93) 
after my friend, Dr. A. Frické, and I, had twice failed in our 
endeavors to push it up by the hand, although the patient 
was put each time under ether, and we worked turn-about. 
In using this repositor the spiral wire-spring is placed on the 
chest of the operator, who can thus keep up a continuous 
pressure without fatigue. 

More commonly at the menstrual periods, but also at other 
times, the womb is excited to extrude the foreign body. 
These uterine colics will tax all your skill and tact. The 


FIG. 93. 


WHITE’S UTERINE REPOSITOR. 


early use of morphia by the mouth must be avoided, as that 
drug soon becomes a diet. Begin with hyoscyamus or with 
belladonna, or with vaginal suppositories of morphia and 
belladonna—say, one grain of the former to two of the latter. 
I am indebted to my friend, Dr. E. L. Duer, for the following 
method of uterine medication, which you will find very con- 
venient in country practice: A teaspoonful of glycerine, con- 
taining the anodyne, is poured into a hollow made in the 
centre of a thin sheet of ordinary cotton-wool not quite so 
large as one’s palm. ‘The edges being now gathered up and 
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securely tied, there will be formed a small tampon, which the 
woman can herself pass up into the vagina. For convenience 
of removal, the ends of the string should be left long enough 
to hang out of the vulva. In very severe attacks of pain, a 
hypodermic injection of morphia will often be needed. On 
the whole, I think the cannabis indica is the best narcotic 
with which to begin your treatment; for it has the double 
property of relieving pain and of restraining uterine hemor- 
rhage. You may sometimes be tempted to use the hydrate 
of chloral; but give it cautiously and watch its effects, for in 
my hands it has certainly increased the bleeding. Perhaps 
by weakening the action of the vaso-motor nerves, this drug 
increases the calibre of arteries, and thus tends to excite 
hemorrhages. 

To lessen the inconveniences arising from the weight and 
the bulk of these tumors, various forms of pessary may be 
used. But they are available only when these fibroids are 
small enough to move about freely in the pelvic cavity. 
Whenever they are too bulky to sink very low into the pel- 
vis, or, having been pushed up, you wish to maintain them 
above the brim, external support must be resorted to. An 
elastic belt, stiffened by slips of whalebone and kept in 
position by a perineal strap, will then give much comfort by 
relieving the pelvic viscera from pressure. I have been able 
to send on a jaunt through Europe a patient with a very large 
fibroid thus supported. Frequent baths will also assuage the 
vesical and rectal tenesmus. 

To check the growth of these tumors, you will advise total 
abstinence from sexual intercourse, more or less of the recum- 
bent posture, loose dresses, a somewhat sedentary life, anda 
spare but wholesome diet. You will also give such medicines 
as are known to lessen the flow of blood to the reproductive 
organs. This class of remedies comprises ergot, digitalis, can- 
nabis indica, borax, and potassium bromide or iodide. These 
may be given singly or in combination. Every means must 
be used to prevent portal and pelvic congestions. With this 
object in view, the contents of the bowels must be kept solu- 
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ble, and rest strictly enjoined before, during, and after the 
menstrual flux. Broken-down constitutions fearlessly build 
up by vegetable and mineral tonics; by stimulants only very 
exceptionally. All growths thrive best in a cachectic soil. 

Give comfort to your patient in her sore estate; brighten up 
her hopes, and above all distract her attention from self. The 
correlation between mind and matter is not the mere postu- 
late of the metaphysician. Shrewd observers have noticed 
that too much heed given to any one organ determines the 
blood to it. It is not, therefore, by a mere coincidence that 
specialists, with the lucky exception of gynecologists, are 
very likely to die from the very diseases which they treat. In 
a valuable communication to the Journal of Mental Science, 
on the ‘‘Influence of the Mind upon the Body,’’ Dr. D. Tuke 
proves, by very forcible illustrations, that ‘‘ Thought strongly 
directed to any part tends to increase its vascularity, and con- 
sequently its sensibility;’’ and, further, that ‘‘There is no 
sensation, whether general or special, excited by agents act- 
ing upon the body from without, which cannot be excited 
also from within by cerebral changes (including those asso- 
ciated with emotional excitement) affecting the sensory 
ganglia.”? 

By these means, and by those previously enumerated, you 
will very generally succeed in tiding your patient safely over 
the perils of the menstrual period of her life; and, the climac- 
teric once reached, her future will thereafter be one of com- 
parative comfort. 

We come now to the radical treatment of these tumors; and 
here I cannot promise you so large a measure of success. Can 
a uterine fibroid ever be discussed by therapeutic measures ?— 
is a question still agitated by the medical world. Out of a 
horde of discordant units it is not easy to strike a fair bal- 
ance, but the weight of evidence undoubtedly inclines to the 
negative side. And yet, why should not such cures happen? 
How is it that means tending to restrain growth cannot also 
tend to cause absorption? Consider, further, the histological 
resemblance of these fibroids to the hypertrophied womb. Jf 
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in the one a process of involution takes place from a lessened 
supply of blood, why cannot a like process be brought about 
in the other by a like cause? But positivism is the watch- 
word in scientific research, and the question, therefore, should 
not be, ‘‘What ought to be?’’ but ‘‘What is?’ In answer to 
this question, I must candidly admit that theory is here not 
sustained by practice, and that very few typical and trust- 
worthy cases have been reported of cures effected by internal 
remedies. Perhaps one reason of this is (you see how reluc- 
tant Iam to yield this point), that, the treatment being a long 
and tedious one, the patient either gets disheartened and gives 
it up, or else goes from one physician to another. I have 
seen certainly two cases in which the fibroid slowly shrank 
away coincidently with—I hardly dare to say, under—the 
persistent use of iron and ergot. I can also testify to the 
marked diminution of a very large fibroid after the long-con- 
tinued friction of an ointment composed of eight grains of the 
mercuric biniodide to the half-ounce of lard. I was led to the 
use of this ointment from observing its good effects in goitres. 
The part anointed should be exposed to the rays of the sun 
until a burning sensation is felt. * By stimulating the trophic 
nerves to greater activity, the constant galvanic current has 
caused retrogressive changes in these tumors. I look upon 
this agent as one yet in its infancy, and as one from which 
much may in the future be expected. 

The late Drs. Atlee and Peaslee reported successful cases 
from the internal administration of ammonium chloride. It 
should be taken for months thrice daily in ten grain doses. 
It is best given not in compressed pills, which irritate the 
stomach, but dissolved in cinnamon water, or mixed with 
licorice powder. I like to give it in combination with ergot, 
and I have thus seen a fibroid tumor of the size of an adult 
head dwindle down to that of an apple.* Simpson lauds po- 
tassium bromide; but from its use I have not had any cures. 
McClintock reports good results from the use of calcium chlor- 
ide. M. Guéniot has proposed the absorption of fibroid tumors 
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by such agents as tend to produce fatty transformation of tis- 
sue.* According to C. Bernard, these steatogenetic substances 
are arsenic, phosphorus and lead. Ina prize essay, Dr. Samuel 
R. Percy shows that phosphorus especially produces oily de- 
generation, which ‘‘destroys structure, disintegrates cells, and 
as a consequence, vital action is gradually but surely lost.’’+ 
Could the action of this drug be limited to the uterine walls, 
there is little doubt but the absorption of their growths would 
result. But, unfortunately, its action, being diffused over the 
whole body, would tend to cause the same process of disinte- 
gration to take place in more vital organs. 

A more feasible and rational method of treatment, first pro- 
posed by Prof. Hildebrandt, of Kénigsberg,{ has proved of 
great value in my hands and in those of others. He success- 
fully treated nine cases of fibroid tumors of the uterus by 
daily injections of the aqueous extract of ergot under the skin 
around the umbilicus. By this treatment one fibroid, reach- 
ing above the navel, wholly diappeared. Another, which so 
filled the entire abdominal cavity as to press upon the false 
ribs, was much reduced in size. In the other cases the tumors 
were greatly diminished in volume; and in each one all the 
alarming symptoms—such as menorrhagia, metrorrhagia, 
leucorrheea, and uterine colics—disappeared. ‘The duration 
of the treatment was from two to four months. In one case 
only did the toxic effects of the ergot compel a discontinu- 
ance of the treatment. For these injections, Prof. H. uses an 
ordinary hypodermic syringeful of a solution containing 3 
parts of ergotin to 7.5 parts each of glycerine and water. The 
mode of action of ergotin in these cases is, undoubtedly, its 
property of contracting the uterine walls, whereby the nutri- 
tion of the tumor is interfered with. It is, therefore, very 
questionable whether any but interstitial and submucous 
tumors can be acted upon. 


* Medical Times and Gazette, March 23, 1872, p. 350. 
t Transactions Am. Med. Association. 
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With regard to this kind of treatment, a number of physi- 
cians have reported very favorably. At a meeting of the 
College of Physicians at Philadelphia, held January rsth, 
1873,* Drs. W. V. Keating and John Ashhurst reported cases 
in which large fibroids had rapidly diminished in size by one- 
third and one-half, after sixteen injections made in nearly as 
many days. One of these cases was seen by me, and I can 
bear witness to the rapid diminution of the tumor, and to the 
very marked improvement in the health of the patient. Dr. 
Keating used a hypodermic syringeful, or about twenty drops, 
of the following solution: R. Ergotine gr. xlv ; glycerine, 
aque destil., aa mev. Dr. Ashhurst employed the officinal 
fluid extract of ergot, diluted according to the following for- 
mula: Tj. Ext. ergote fluid. fSiss; glycerine f£.3j; aque 
f51j. Of this, twenty minims, containing nearly seven 
miniims of the fluid extract, were used at each injection. In 
each case the injections were made once daily, except when 
omitted for some special reason, and the point chosen for 
puncture was the sub-umbilical region. Abscesses were in 
each case avoided by making the injections as deep as possible, 
the nozzle of the syringe being carried fairly down to the 
level of the muscular parietes. A successful case is likewise 
reported by Dr. Wm. C. Wey, who, in a very impressible 
lady, had to abandon the hypodermic injections for vaginal 
and rectal suppositories, containing eighty drops of the watery 
extract of ergot. Dr. B. F. Sherman also has treated a 
uterine fibroid by hypodermic injections, to the great im- 
provement of all the symptoms. He used Squibb’s extract, 
diluted with glycerine.t Another successful case is reported 
by Dr. C. D. Palmer,{ and still another by Mr. John Clay,§ 
‘in which, after one hundred hypodermic injections, which 
were suspended during three menstrual periods, the tumor 
very sensibly diminished, and the patient became “‘surpris- 
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ingly improved.’’ A concentrated infusion of ergot was used, 
three minims of which were equal to four grains of ergot, and 
this quantity was daily injected in the hypogastric region. 
These injections caused, at first, great pains and redness of the 
skin; but after a few days were well tolerated. Headache 
and severe pain in the back evinced the constitutional action 
of the ergot. That excellent gynecologist, Dr. W. H. Byford, 
of Chicago, reports several successful cases, which had been 
treated in like manner.* Through the squeezing which the 
tumor got from the contraction of the uterine walls, necrosis 
took place, and it was extruded in fragments. ‘This opera- 
tion is, however, not without inconvenience, and not wholly 
without danger. Headache, severe uterine pains, and a spur- 
ious hectic fever, attended this use of ergot in some of the 
cases of which I have cognizance. Twice have I seen a peri- 
tonitis set up by the violent contractions of the womb. In one 
of these cases the issue was fatal; yet the benefit is often so 
great that this use of the hypodermic syringe should not on 
the score of hazard be rejected. ‘The most elaborate investi- 
gation of this mode of treatment has been made by E. 
Evetzky (. Y Medical Journal, March, 1882, p. 231,) who 
has collected 223 cases of fibroid tumor of the womb treated 
by hypodermic injections of ergot, and with the following re- 
sults : : 

In 42 cases the tumor was wholly absorbed; in 9 cases it 
was expelled; in 71 the tumor was lessened in size and the 
symptoms relieved; in 51 no impression was made upon the 
size or the density of the tumor, yet the symptoms were im- 
proved; in 49 cases no benefit was appreciated; in 1 the pa- 
tient died from the treatment. Thus a “‘radical cure was 
obtained in one-fourth, a marked improvement was obtained 
in one-third, and relief from the hemorrhage in one-fourth 
of the cases.”’ 

From what I have learned from the various reports, and 
from my own personal observation, I am.led to conclude that 


* Transactions American Medical Association, 1875, also Trans. Ameri- 
can Gynecological Society, vol. i., p. 168. 
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Prof. Hildebrandt’s solution is open to the objection of form- 
ing abscesses, giving great pain, and discoloring the skin at 
the seat of puncture. A further objection to it lies in the fact, 
that there is no standard preparation of ergotin which is at all 
trustworthy. I should, therefore, recommend as a substitute 
either Mr. Clay’s concentrated infusion as given above, or, 
what I prefer, Bonjean’s purified extract of ergot, dissolved 
in water enough to make it sufficiently fluid to pass through 
the nozzle of the hypodermic syringe. My friend, Dr. Dow- 
ling Benjamin, of Camden, N. J., made for me an excellent in- 
fusion, in which each minim represented one grain of ergot. 
Five grains of salicylic acid added to each ounce kept it sweet 
during our hottest weather. Dr. Squibb suggests a watery 
solution of a solid extract obtained by evaporating the offici- 
nal fluid extract.* Fifty grains of this extract dissolved in 
three hundred minims of distilled water will represent a grain 
of ergot in each minim of the fluid. A. R. Simpson obtained 
excellent results from the following formula: 


R. Ergotine, Bij. 
Chlorali, 2j- 
Aquee destillatee, i. M. 
Sig.—Sixteen minims to be injected subcutaneously every second or 
third day. 


In the place of ergot, sclerotic, or sclerotinic acid, its active 
constituent, has been tried by several physicians and favor- 
ably commented on. 

If the subcutaneous treatment cannot be borne, the ergot 
should be given by the mouth or by the rectum, in as large 
doses as possible; and kept up for several weeks, or even 
months. An excellent rectal suppository can be made by in- 
corporating ten grains of solid extract with cacao butter. I 
feel sure that the permanent effect of ergot, when given by 
the mouth, is enhanced by its combination with potassium 
iodide. i 

But, supposing the case is not amenable to the treatment 


* Proceedings of the American Pharmaceutical Association, 1873. 
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by ergot alone, can the fibroid be removed or be destroyed? 
This question brings up the important consideration of their 
surgical treatment proper. ‘There is no doubt that, by the 
continuous peristalsis of the uterine fibres, both interstitial 
and submucous fibroids tend to become polypi—the one (true) 
by the formation of a stalk, the other (false or naked) by 
spontaneous enucleation. Now, if we take this hint from 
nature, and aim to aid her in bringing about these changes, 
we shall do the least harm; for the removal either of true or 
false fibroid polypi is recognized by all surgeons as a legiti- 
mate operation. 

The simplest and safest method of effecting such an extru- 
sion of this fibroid, is to dilate the os by several incisions, and 
to keep up a persistent contraction of the uterine fibres by the 
continuous use of ergot. If, however, there should be no 
disposition on the part of the fibroid to become polypoid, the 
process must be aided by incising the capsule. This may be 
done, as Atlee recommended, with the curved and probe- 
pointed bistoury, or, as advocated by Matthews Duncan, * 
with a straight and pointed bistoury, wrapped with lint to 
within half an inch of its point. With the former instru- 
ment, the finger will be the guide. With the latter, the duck- 
bill speculum is first introduced, the uterus is next fixed by 
supra-pubic pressure and by a tenaculum in the os, and then 
an incision is made into the most prominent portion of the . 
tumor. In my first cases I slit open the capsule with a pair 
of long-handled scissors; but latterly I have found Adams’s 
Subcutaneous Saw a much more handy and efficient instru- 
ment for the purpose (Fig. 94). The finger should at once 
be passed into the incision, in order to separate the lips of the 
capsule, and break up its attachments to the tumor. The 
patient is now put on the steady use of ergot, and the extru- 
sion of the tumor is left to the expulsive efforts of the womb. 
This process of gradual enucleation may last for weeks, and, 
as the tumor descends, should be aided by traction, and by 
breaking up the capsuiar attachments as they come within 


* Edinburgh Medical Journal, vol. xii., 1867, p. 713. 
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reach. This method of dealing with these growths can be 
resorted to only in fibroids which bulge down into the uterine 
cavity, and it is by no means free from danger. Peritonitis 
may carry the patient off, or what is more common, blood- 
poisoning through the absorption of putrilage during the 
breaking down of the growth. Yet there are, besides my 
Own, sO many successful cases reported as to make me deem 


Fic. 94. 


ADAMS’S SUBCUTANEOUS SAW. 


the operation a warrantable one in selected cases.* Although 
I should advise you to make as long an incision as possible, 
it is astonishing through what a small incision a large fibroid 
will slowly but surely crowd itself. Duncan finds an incision 
of one inch in length to be quite sufficient, and Greenhalgh 
burns merely a hole through the capsule by means of the 
actual cautery.f I have seen large tumors work their way 
through an incision barely admitting my index finger. In 
‘such cases the opening, of course, becomes much larger by 
stretching and by ulceration. In one of my most successful 
cases, I merely shaved off, with the wire écraseur, the sub- 
mucous portion of an interstitial fibroid. 

Immediate enucleation, or the removal of the fibroid at one 
sitting, is always the best plan when possible—that is, when- 
ever the os uteri is sufficiently dilated or dilatable, and the 
tumor is within operative reach. It saves the woman from 
the septic risks attending the slow extrusion, and consequent 
death of the fibroid. The operation is performed in the fol- 
lowing manner: A free incision is made by the saw through 
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* Transactions of the Medical Society of Pennsylvania, 1873, p. 88. 
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the capsule, which is then peeled off, partly by the finger and 
partly by some blunt-edged instrument like a spatula, or like 
the flat ivory handle of a bistoury. I have found a strong 
steel loop, in form like the dull curette but much larger, to - 
answer very well. Dr. Thomas, of New York, has devised 
a serrated spoon-shaped curette, which is also a good instru- 
ment to sever these attachments. The naked portion of the 
tumor is then seized by a strong volsella forceps, and very 
forcible traction made on it—sometimes, as much as one puts 
on the head of a child in an instrumental labor. As the 
growth is dragged down, its capsular attachments are broken 
off as they come within reach, until, finally, it is so loosened 
as to be torn out from its bed. Once, when I could not 
wrench out the fibroid on account of strong and unreachable 
attachments, which refused to yield to very strong traction 
made in their axis, I succeeded in breaking them off by 
traction made across their grain. ‘This was done in the fol- 
lowing manner: An obstetric crochet was passed up in the 
mural cavity and hooked into the highest free portion of the 
tumor, which was then, with comparative ease, rolled out, or 
pried out, of its bed. This measure of success cannot always 
be attained at one sitting, but, as an evidence of what may 
be effected, let me show youa diagram (Fig. 95), represent- 
ing zz sztu a fibroid which I lately removed in this amphi- 
theatre before some of you. It was a typical interstitial 
fibroid, with its lower and projecting end involving the hind 
lip of the cervix. It was removed from within the wall itself 
of the womb, neither my fingers nor any of the instruments 
having entered the cavity proper of the womb. The tumor 
weighed twenty ounces, and had so crowded down the uterine 
walls as to invert most of the cavity. The capsule was 
thicker than the rind of an orange, but, being cut open with 
the saw, bleeding during the operation was not serious, and 
the woman recovered without a bad symptom. In precisely 
the same manner I enucleated froma patient of Dr. Oliver 
P. Rex’s a uterine fibroid weighing eighteen ounces. It was 
killing the lady by dreadful hemorrhages, and she was very 
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much reduced at the time of the operation; but she promptly 
got well. 

I also enucleated a fibroid weighing twenty-eight ounces, 
for an unmarried patient of Dr. Emory E. Eshleman’s. She 


FIG. 95. 


ow 
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INTERSTITIAL FIBROID TUMOR, BEFORE ITS REMOVAL BY ENUCLEATION. 


was diaphanous from loss of blood, and very weak indeed. 
Most of the tumor was interstitial and in the anterior wall of 
the womb; but the lower end was submucous, or at least it 


_projected into the uterine cavity. The very thick capsule of 


this portion was incised, and all of it, within reach of the fin- 
ger, stripped off from the tumor. ‘T'wo weeks later, the naked 
fibroid began to protrude from the mouth of the womb. It 
was removed in fragments, but not without a bad tear of the 
perineum. It was a very formidable operation. Very unfor- 
tunately the lady died on the next morning from exhaustion. 
On smaller tumors I have repeatedly operated and with suc- 
cess. ‘ 

These radical operations should not be undertaken directly 
after a serious hemorrhage, but after the woman has rallied 
from its effect. Any oozing of blood following enucleation 
can be checked by injections of vinegar, by swabbing out the 
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womb with Monsel’s solution, or by stuffing it with iron-cot- 
ton. Should the discharges become offensive, deodorizing 
injections must be resorted to. One very valid objection ob- 
tains against this operation of enucleation—viz., the fact that 
these tumors are often multiple, so that, when the largest 
one has been removed, the remaining ones rapidly take on 
growth. Yet, when the os uteri is well dilated by the tumor, 
I should prefer this operation to any other one. 

Whenever the growth so projects into the uterine cavity as 
to be seizable with the volsella, its enucleation by avulsion 
should always be first tried. Of the value of this operation I 
can speak in positive terms, having performed it thirteen 
times. In all, the operation was by no means easy, and in 
two, very tedious—the tumor being removed piecemeal. In 
every case no vestige of the parasite was left behind, and the 
women were restored to complete health, save in one instance, 
in which death from heart-clot took place on the sixteenth 
day after the operation. My own method of performing this 
operation, is to seize the fibroid with a strong pair of volsella 
forceps, and slip over it the loop of a wire-écraseur. ‘The 
mucous capsule is next cut through by the wire as flush with 
the uterine wall as possible, and then the fibroid is wrenched 
from its bed by alternate traction and twisting, both with the 
écraseur and the volsella, while firm supra-pubic pressure is 
kept up by the hands of an assistant. 

Such operations as the foregoing can be performed, how- 
ever, only on submucous fibroids, or on a very few partly in- 
terstitial ones which bulge more or less into the uterine 
cavity, and dilate the os uteri. But what is to be done if the 
fibroid be wholly interstitial or wholly sub-peritoneal? From 
the exhausting hemorrhages, from the excessive suffering, 
from the effects of the bulk-pressure, or from a dropsy in the 
abdominal cavity which a sub-serous fibroid will sometimes 
cause, the woman may be perishing; but we must not give 
up in despair. Electrolysis may now be tried according to 
the method of N. B. Freeman* or of Drs. Kimball and Cut- 


* New York Medical Journal, March 7, 1885. 
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ter.* Sharply-pointed and partly insulated needles are thrust 
deeply into the substance of the tumor through the abdomi- 
ual walls, or per vaginam, and a strong galvanic current 
passed through them. I have resorted to this plan once, but, 
as the tumor turned out to be malignant, the trial was not a 
fair one, and I have had no further experience. Yet I cannot 
but fear that this operation is attended with more risk to life, 
than that of dophorectomy, or the removal of the ovaries. 
At the present time, 6ophorectomy is the favorite operation 
for uterine fibroids which resist milder and palliative modes 
of treatment. ‘The object of this operation is to bring on ab- 
ruptly the menopause, for the cessation of menstruation 
usually results in a marked diminution in the size of the 
tumor, and in a great amelioration of all the symptoms. To 
the great value of this operation I can warmly testify, for I 
have performed it a number of times, and most successfully 
with regard to its effect upon the tumor. Its consideration I 
shall reserve for a future lesson. 

Sometimes, however, the ovaries are so embedded in the 
vascular capsule of the fibroid, or so stretched out into long 
bands, or so low down in the pelvis that they cannot be re- 
moved. I have several times on this account been foiled. 
Keith states that in nine cases he found the extirpation of 
the ovaries to be impossible.f ‘The only alternative then left 
is the heroic one of extirpation of the tumor-bearing womb 
itself. This operation is termed hysterectomy, and as it is 
closely allied to that for the removal of ovarian tumors, I 
shall defer its consideration until after we have discussed the 
subject of ovariotomy. 


* American Journal of Medical Sciences, July, 1887, p. 50. 
+ Hysterectomy for Fibrous Tumors of the Uterus, p. 8. 
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DISEASES OF THE OVARIES AND OVIDUCTS. 


NATOMY: The ovaries are two almond-shaped glands, 
attached to either side of the womb by a ligament of con- 
tractile tissue called the ovarian ligament, and they are en- 
closed between the two layers of the peritoneum known as 
the broad-ligament. It has recently been contended that this 
envelopment in the broad-ligament is not a complete one, but 
that the peritoneum is absent from the posterior surface of the 
ovary. ‘This has been denied, but even if it be so, the fact 
does not seem thus far to have any physiological or any path- 
ological bearing. 

The ovarian nerves and blood-vessels run between the two. 
layers of the broad-ligament, the former coming chiefly from 
the renal plexuses of the sympathetic, the latter from the 
spermatic arteries. The ovaries being themselves movable 
bodies and attached to a movable organ, the exact position of 
which remains yet a moot question, their own natural situa- 
tion has not yet been authoritatively determined. His,* from 
an examination of three suicides, holds that the ovary in the 
adult virgin hangs with its long diameter almost vertical, and 
with one side against the wall of the pelvis, but below the 
brim, the free border being behind and the attached end 
below. Each oviduct is looped over the ovary, rising along 
the front and falling over behind it. Hence the ovary lies on 
the fimbriz, which turn back and spread over the summit of 
the ovary. The ovaries are generally situated on a level with 
the inlet of the true pelvis, the left one being in front of the 
rectum, the right one surrounded by a coil of small intestines. 


" * British Medical Journal, Dec. to, 1881, from Archiv f. Anat. u. Ent- 
wick., 1881, Nos. 4 and 5. 
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When healthy they keep so high up as to be beyond the 
reach of the examining finger, and consequently they are not 
impinged upon during coition. 

The important and special function of the ovaries—that of 
secreting and excreting the Gradfian follicles or ovisacs—and 
their monthly engorgements are the causes of many of the 
diseases to which they are subject. Hence it is that affections 
of the ovary, being due most commonly to perverted func- 
tion, rarely occur before puberty. 


MALFORMATIONS. 


Absence of the ovaries is a congenital condition very rarely 
met with. It is usually associated, either with the absence 
also of the womb, or with an imperfect development of the 
other portions of the sexual apparatus. ‘The breasts will be 
flat, the vagina generally imperforate, the vulva small, the 
pubic hair absent, and sexual feeling wanting. Menstruation 
never takes place. Very commonly the growth of the body 
is arrested, and the stature is dwarfed to that of a child. 
Occasionally, however, there is an approach to the masculine 
type in the size, the figure, the voice, and in the growth of 
hair on the face and on the body. 

An arrested development, or a rudimentary condition, of the 
ovaries is a malformation more common than the preceding 
one. ‘The womb is then infantile in size, and the vulva and 
vagina are small and the pelvis is narrow. Puberty either 
fails to take place or it is postponed. When menstruation is 
present it is scant and appears at long intervals. General de- 
velopment is impaired, and the figure and mental character- 
istics may be those of advanced childhood. Sexual feeling is 
either wholly absent, or very imperfect. 

Diagnosts.—Whenever the ovaries are wanting, their ab- 
sence cannot be positively made out by a digital examination 
of the parts, for even fully-formed ovaries often elude the 
finger. The diagnosis depends mainly on the symptoms pre- 
viously given. If the ovaries are rudimentary, the finger 
passed high up the rectum, while the woman is anesthetized, 
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will sometimes recognize them. But the diagnosis rests 
usually on some manifestation of puberty, and the greater 
these manifestations the greater the curability. 

Treatment.—For the complete absence of the ovaries all 
treatment is of course useless. Whenever these organs are in 
a rudimentary condition more can be done for the woman, 
but success is by no means assured. Every treatment that 
tones up the body is of service. The rest-cure, with its ac- 
cessories of massage, general faradization, and over-feeding, 
promises much. Electricity has done good when one pole is 
applied directly over an ovary, and the other pole placed 
either on the sacrum or on the cervix uteri. It is still more 
efficacious when the reophore, in the form of a properly insu- 
lated sound, is passed into the uterine cavity. Should the 
interrupted current fail to do good, the galvanic current may 
cautiously be tried. 

From the vascular and nervous kinship between the ovaries 
and the womb, all stimulants to the latter tend to invite blood 
to the former, and from this flux may come growth. It is, 
therefore, good practice to irritate the womb by tents, by ap- 
plications of iodine and of silver to its cavity, and especially 
by the use of galvanic stems. The marriage relations some- 
times quicken dormant ovaries into life, and development, 
followed by pregnancy, has been the result. But the remedy 
is a hazardous one, for if the sexual sense be not awakened, 
as often it will not, the union leads to much unhappiness. 


INFLAMMATION OF THE OVARY: OVARITIS. 


Acute inflammation of the ovary rarely exists per se, but it 
is by no means an infrequent accompaniment of pelvic peri- 
tonitis and pelvic cellulitis, the causes of each being the 
same. It is then so masked by the greater inflammation that 
its symptoms are lost in the general ones. Following the 
same course as that of pelvic inflammations, it begins with 
fibrinous exudation and ends either in resolution, or in sup- 
puration, or in chronic hypertrophy. 

The treatment of this inflammation is the same as that of 
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pelvic inflammation—viz., rest, poultices, vaginal injections 
of hot water, and morphia and quinia in large doses. Some- 
times the local abstractiou of blood will be useful. Should 
pus form, it must be evacuated by the aspirator, and prefer- 
ably per vaginam. After such an inflammation, and especially 
if caused by gonorrhoea, the ovary usually remains perma- 
nently injured, its functions being crippled by fibrous bands, 
by adhesions, by hardening of its stroma, and by thickening 
of its investing peritoneum. If both ovaries be thus affected, 
sterility inevitably ensues. 


CHRONIC OVARITIS. 


By chronic ovaritis is meant either persistent congestion of 
the ovaries, or such tissue-changes ‘in the stroma or in the 
follicles of the ovary, or in both conjointly, as are brought 
about from a previous attack of acute inflammation or from 
persistent hyperemia. In its early stages it appears to be 
characterized by passive congestion, followed by infiltration 
of sero-sanguinolent fluid and by increase in bulk. Later on, 
if the congestion be not dispersed or it passes the health- 
limit, it becomes formative, or nutritive; the capsule thickens, 
the follicles enlarge, and a general hypertrophy takes place. 
According as the brunt of these changes falls on the stroma 
or on the follicles, the degeneration is termed either inter- 
stitial or follicular. When the stroma is chiefly attacked, the 
ovary becomes hard and rugous; when the follicles are dis- 
eased, they increase in size, and one or two of them are 
usually found to be distended into miniature cysts. There 
are indeed good reasons for the opinion, that an ovarian cyst 
is a dropsy of many oyisacs, and is caused by ovaritis. The 
left ovary is the one more commonly affected—a fact accounted 
for by the pressure of the distended rectum, and by the 
emptying of the left ovarian vein into the renal vein instead 
of into the vena cava, which is the course of the ovarian vein 
on the right side. It is a very common form of disease, very 
rarely coming from an acute attack, but starting subacutely 
with all the symptoms of chronicity. 
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Causation.—Whatever induces a lasting congestion of the 
reproductive apparatus tends to create ovaritis—a torn cervix, 
a lacerated perineum, an arrest of involution after labor, 
dysmenorrhcea, and uterine tumors, flexions, and displace- 
ments. Barren women are very liable to this disease, and so 
especially are women who shirk maternity by preventive 
methods; for in both the menstrual congestions continue, 
without that much-needed break which gestation and lac- 
tation bring, and in the latter, the sexual congestions arising 
from incomplete intercourse are not relieved, So, repeated 
erectility from self-abuse, by ending in a passive congestion 
of the womb and of the ovaries, will tend to produce this 
lesion. ‘The prevalence of this habit in unmarried women is, 
I think, very much overrated, and yet I have seen from this 
cause several cases of ovaritis accompanied with prolapse of 
the ovaries. In one, the ectropion of the cervical mucosa was 
so marked that it leads me to think, that this is the cause of 
the occasional inversion of the womb in virgins. My note- 
book shows also cases of ovaritis from such imperfect sexual 
relations as come from the ill-health or the advanced age of 
the husband, and not a few from immoderate sexual inter- 
course. Some of the most common causes of chronic ovaritis 
are emotional in character, such as long engagements, disap- 
pointments in love, single life, the reading of corrupt litera- 
ture, unhappy marriages, nerve-exhaustion, and hysteria. 
These causes operate by producing circulatory disturbances, 
which keep up a constant congestion of such exacting organs 
as the ovaries. 

Symptoms.—Pain in one or in both ovarian regions, es- 
‘ pecially in the left one, isa prominent symptom. It is in- 
creased by walking or by standing, and is lessened by the re- 
cumbent posture. Starting usually from the ovary, it radi- 
ates to the small of the back, or down the inner side of the 
thigh. It often begins from a week to ten days before the 
monthly period, and goes on increasing until the flow ap- 
pears, when it commonly abates. Menorrhagia may usher in 
the disease, and may continue during the remainder of men- 
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strual life, which then is usually prolonged. Ordinarily, 
however, menstruation becomes scant and irregular, post- 
poning rather than anticipating. Sometimes amenorrhcea 
takes place. Sterility is usually present, and so almost 
always is nerve-exhaustion with all its emotional manifesta- 
tions. Pressure over each ovarian region elicits pain and 
causes a contraction of the rectus muscle on the affected side. 
The finger, per vaginam or per rectum, will often discover be- 
hind the cervix uteri, or to one side of it, the very tender 
ovary, of the form and size of an almond. Pressure on it 
gives a sickening pain, very unnerving in its character. 
Reflex nervous symptoms are very common, especially those 
of hysteria. In the form of pain, they show themselves in 
backache, spine-ache, nape-ache, and headache; in pain 
under the left breast, in the scalp on the top of the head, and 
in the stomach, bowels, womb, and coccyx. Nervous dys- 
pepsia is common, accompanied by costiveness, nausea, vom- 
iting, flatulent distension, and noisy eructation. Wakeful- 
ness and bad dreams are not infrequent. Other reflex 
neuroses may appear, such as paralysis or spasm of the 
sphincter muscles, the latter producing asthma, dysmenor- 
rhoea, irritable bladder, and painful defecation. Then, again, 
there may be nervous disturbances, taking the form of low 
spirits, violent hysterical attacks, epilepsy, hystero-epilepsy, 
and of positive mental aberration. 

Prognosts.—This disease is rarely fatal, but it is always 
very stubborn, and often incurable. The patient grows 
anzemic and she tires on the slightest exertion. Very soon 
nerve-exhaustion with its protean symptoms sets in. She 
takes to her back and becomes a sofa-ridden invalid. If the 
patient has contracted the habit of taking stimulants or an- 
odynes, her chances for recovery will be greatly lessened. 

Treatment.—The pelvic organs should be carefully ex- 
amined, and any discoverable lesion of the womb and of its 
annexes be remedied. Pelvic engorgement must be met by 
keeping the bowels soluble, by scarification of the cervix, by 
_ laige vaginal injections of water as hot as can be borne, and 
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by vaginal suppositories of belladonna and by rectal ones of 
iodoform. ‘Tenderness and hardness in either broad-ligament 
is first treated by applications of a strong tincture of iodine, 
both to the roof of the vagina and to the skin overlying the 
ovarian regions. Flying blisters may also be placed there 
with benefit. Sexual intercourse should not be indulged in, 
unless the desire for it be strong or there be a possibility of 
conception, for, by the prolonged rest which it gives to the 
ovaries, pregnancy usually brings about a cure. ‘The patient 
should keep on her back during her menstrual period; but, 
while rest in the recumbent posture should be taken morning 
and afternoon, she should be encouraged to move about and 
exert herself in some light household work, yet not to over- 
fatigue herself. 

As far as medicines are concerned, those should be chosen 
which lessen the engorgement of the reproductive organs. 
Thirty grains of potassium bromide and ten drops of tincture 
of digitalis, given in compound infusion of gentian before 
each meal, will tend to quench all erectility of these organs. 
After the patient has been kept for some time on these 
anaphrodisiacs, alteratives will come into play. Very good 
ones are ammonium chloride and mercuric bichloride, which 
can be advantageously administered after the following 
formula: 


R. Hydrargyri chloridi corrosivi, gr. j-ij. 
Ammonii chloridi, Jij—iv; 
Misturee glycyrrhize comp., £3vj.—M 


S.—One dessertspoonful in a wine-glassful of water after each meal: 


The paregoric in this mixture helps to control the aches; 
the antimony adds its quota to the needed alterative action; 
and the licorice disguises the harsh taste of the ammonium 
chloride. Z 

Another very excellent alterative and nervine is the chloride 
of gold and of sodium. It is best given in pill, and after each 
meal, in doses of from one-eighth to one-quarter of a grain. 

As there is in this disease a craving after stimulants and 
anodynes, which often degenerates into intemperance and into 
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the opium-habit, the physician should be very careful how he 
prescribes such remedies, reserving their use wholly for 
emergencies. 

In plethoric cases marked with menorrhagia, iron is hurtful, 
but in amzemic cases with scant menstruation it rarely fails 
to do good, especially when given conjointly with arsenic. 
An excelient combination is one part of Fowler’s solution of 
arsenic to nine of the syrup of the ferrous iodide. Begin- 
ning with ten drops after each meal, the patient increases the 
dose daily by one drop until thirty drops are reached. She 
then continues this last dose, as long as it does good or it can 
be borne. In stubborn cases a sea-voyage may prove of last- 
ing benefit. 

The best of all treatments, however, and by far the best, is 
that devised for nerve-exhaustion by S. Weir Mitchell, which 
goes by the name of the rest-cure. It consists of prolonged 
rest in bed and seclusion from friends, in massage, electricity 
and muscular movements, and in a diet consisting largely of 
milk. By this treatment the circulation of the blood is made 
equable, and the ovaries and other pelvic organs are thus re- 
lieved of their turgescence. I have had wonderful cures 
from this treatment, and can recommend it with the utmost 
confidence. Bed-ridden patients have been restored to health, 
and chronic invalids returned to society. 

Once in a while, lasting tissue-changes take place in the 
ovaries which medication cannot reach. ‘The question then 
comes up, whether the woman shall be doomed to drag out 
the rest of her menstrual life burdened with distressing 
ovaralgia, with crippled locomotion, and with pelvic aches 
and pains and throbs; or whether the source of all these mis- 
chiefs, the ovaries themselves, shall be extirpated. ‘This is 
avery important question, and the removal of these organs 
should not be decided upon without careful deliberation, and 
without the conviction that the disease is otherwise incur: 
able. 


re 
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PROLAPSE OF THE OVARY. 


This displacement of the ovary is almost always one of the 
lesions of chronic ovaritis, and as such might have been dis- 
cussed under that general heading. But, as it displays certain 
symptoms peculiar to itself, and needs a special treatment 
aside from the general one, it seems to me best to describe it 
by itself. 

At every monthly period the ovaries become turgid with 
blood, and from their weight sink low down. They can then 
be often felt, and even outlined, in Deuglas’s pouch. When 
this congestive period is over, they discharge their over-freight 
of blood and again fleat up out of reach. Unfortunately, how- 
ever, they sometimes keep turgid—blood-logged, so to speak— 
and consequently become permanently displaced. Accom- 
panying this dislocation there will generally be some uterine 
lesion, which will stand in the relation either of cause or of 
effect. 

Nor could it very well be otherwise, for very close is the 
vascular and nervous kinship between the two—so close, in- 
deed, that turgidity in the one means erectility in the other. 
Hence it is not always easy to decide, which lesion was prim- 
ary, and which is secondary. When one ovary is displaced, it is 
usually the left one, because the left ovary, as explained under 
heading of ovaritis, is the one more liable to disease. When the 
both ovaries are displaced, the left one will be the lower and 
the more easily reached, because the left round-ligament is 
the longer and the left side of Douglas’s pouch the deeper. 

Causation.—Any condition tending to a lasting congestion 
of the reproductive apparatus, is very likely to lead to a de- 
scent of the ovaries. The causes, therefore, are the same as 
those of chronic ovaritis, to which subject the reader is re- 
ferred. 

Symptoms.—First and foremost is pain in locomotion. 
Since the ovary lies between the womb and the sacrum, it is 
liable at every step to be pinched between them. This pain 
is referred to the inguinal and sacral regions, and is of a sick- 
ening and an unnerving character. It often occurs suddenly, 
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and then runs down the corresponding thigh along the track 
of the genito-crural nerve. One of my patients would, while 
walking, be unexpectedly seized with such a pain, which 
would either momentarily cripple her, or else last so long as 
to compel her tocall a carriage. Her left ovary, until cured 
by treatment, behaved like a loose cartilage in the knee-joint, 
and slipped down so low as to get pinched. 

A second symptom is a throbbing pain while the rectum is 
loaded, and an agonizing pain during defecation. ‘This arises 
from the grating of the hardened feces over those tender 
glands. In one of my own cases, rectal enemata or the pres- 
ence of hardened feces kindled up sexual throbs of the most 
painful and exhausting character, which thrilled through the 
whole body for hours at a time. 

A third symptom is painful coition, for the ovaries are now 
so low down as to be bruised by the male organ. A fourth, is 
gusts of pain radiating from either groin. Lastly, there is 
usually present a morbid state of the mind, accompanied by 
low spirits. I have seen suicidal tendencies evoked by dislo- 
cation of the ovaries, and relieved by their replacement. 

Diagnosis.—A digital examination will discover in Doug- 
las’s pouch, a very tender almond-shaped body on one side of 
the womb. If both ovaries are dislocated, two such bodies 
will be found; but the left one, for reasons previously given, 
will be lower down and more easily defined. Pressure upon 
one of them produces a sickening pain, like that when the 
testicle is squeezed. If the pressure be increased, and be so 
made that one of these bodies slips abruptly away from under 
the finger, such a thrill of indescribable pain darts through 
the groin, and down the side of the corresponding thigh, 
that the woman screams out and grows pale or becomes nau- 
seated. 

A dislocated ovary is sometimes mistaken for a peduncu- 
Jated fibroid tumor of the womb, or for the fundus of a retro- 
flexed womb. But the uterine growth is not sensitive to the 
touch, and the flexion of the womb can always be told by the 
sound. 
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Treatment.—W henever the dislocated ovaries are congested, 
or they display signs of chronic inflammation, the same rem- 
edies will of course be useful as those for ovaritis. In addi- 
tion, pessaries are important adjuvants, and especially in 
those cases in which the womb has a backward displacement. 
In the simple, uncomplicated cases of ovarian dislocation, in 
which the womb is in its proper position, a pessary often does 
more harm than good. ‘To be of service, it must be long 
enough to obliterate Douglas’s pouch, and the pressure on the 
rectum or on the sacral nerves then becomes unbearable. If, 
on the other hand, it be too short, the ovary slips down be- 
hind it and gets badly pinched. These requirements practi- 
cally exclude the resort to Hodge’s pessary or to any of its 
modifications, with the exception, perhaps, of Fowler’s. In 
the long run, a thick, elastic and soft ring-pessary will do the 
most good, by offering a broad shelf on which the ovaries will 
sometimes, but not always, lodge. The air-cushion pessary, 
and Gariel’s air-bag, will often answer the purpose better than 
any other, but, being of soft rubber, they soon become fetid 
and soon collapse. 

A very excellent way of keeping up the ovaries is the knee- 
chest posture devised by H. F. Campbell, of Georgia (Fig. 96). 


KNEE-BREAST POSTURE. (FROM CAMPBELL.) 


Two or three times a day, or more frequently if needed, the 
woman unbuttons her dress, unhooks her corset, and loo ens 
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her underclothing. She then kneels on her bed with her 
body bent forward, until her chest is brought down to the sur- 
face of the bed, while her head is turned to one side, and the 
lower cheek supported in the palm of the corresponding hand. 
Her knees should be about ten inches apart, and the thighs 
perpendicular to the bed. The trunk of the woman’s body 
is now supported, like a tripod, by her two knees and the 
upper portion of her thorax. If she now refrains from strain- 
ing and breathes naturally, a reversal of gravity will be estab- 
lished. With the fingers of her free hand she next opens the 
vulva. Air will rush in, distending the vagina, and the con- 
tents of the abdomen will at once sink toward the diaphragm. 
This will, of course, draw the womb and the displaced ovaries 
out of the pelvic basin. As it is rather awkward for a woman 
while in this posture to free one hand to reach her vulva, 
Campbell advises that, previously to taking this attitude, she 
should insert into the vagina a small glass tube, open at each 
end and long enough to project externaliy. This will leave 
an air-way, and dispense with the use of the fingers. After 
staying in this posture for a few minutes, the woman removes 
the tube and slowly turns over on her side, where she is to lie 
as long as she can. Such constant replacements are of great 
service, for they lessen the throbbing, and they give the limp 
ligaments a chance of shrinking and of keeping the truant 
ovaries at home. 

In this intractable disorder an abdominal brace will some- 
times do good. It may not cure, but it often blunts the edge 
of the aches, and thereby gives much comfort. By pressing 
the abdominal wall upward and inward, the brace forms a 
shelf on which the viscera rest, and thus it takes off a portion 
of the load from the womb and from its ovaries. By virtually 
narrowing the pelvic inlet, it lessens the space into which the 
bowels tend to crowd, and to that extent protects the pelvic 
organs. By swinging the pelvis backward, it makes the axis 
of the superior strait lie more obliquely to the axis of the 
trunk, and the sum of the visceral pressure now converges, 
not in the pelvic basin, but on the portion of the abdominal 
wall lying between the symphysis pubis and the umbilicus. 
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There is yet another treatment which, combined with the 
knee-chest posture, I deem the best of all. It is the rest- 
cure, to which I have before referred. After the patient 
begins to improve and to fatten, as she usually does under 
this treatment, she is taught how to replace the ovaries by 
atmospheric pressure, and the result is that, in my experience, 
they finally stay up. The explanation is as follows: By this 
treatment the circulation of nerve-fluid and of blood is equal- 
ized, and the ovaries, relieved of their turgescence, grow 
lighter. Then, the increased deposit of fat in the abdominal 
walls, in the omental apron, and around the viscera, to say 
nothing of the needful fat-padding in all the pelvic nooks and 
crannies, increases the retentive power of the abdomen. 
Finally, by its gravity the now fat-laden and overhanging 
wall of the abdomen tends to draw toward itself—that is to 
say, upward—the movable floor of the pelvis. The behavior 
is like that of a rubber ball half filled with air, in which 
bulging at one pole causes a corresponding cupping at the 
other. ‘This explains the ascent of the womb in women who 
get fat after the climacteric. 

In exceptional cases the hypertrophied glands keep heavy, 
and refuse either to go up or to stay up under any treatment 
whatever. The only known remedy will then be their extir- 
pation—an operation which will be discussed under its appro- 
priate heading. 


HERNIA OF THE OVARY. 


This is usually a congenital displacement, and, according 
to Englisch,* is, when double, almost always so. ‘The ovary 
is then found either in the inguinal canal, or outside of this 
canal in the corresponding labium majus. ‘The oviduct then 
accompanies it. When the hernia is acquired, the ovary, 
with or without the oviduct, makes one of the contents of the 
sac of an inguinal, a crural, a ventral, or an ischiatic hernia. 
Of these, the inguinal is by far the most common. ‘Thus, 
out of 67 cases observed in 9 years by Langlon at the Truss 


* New Sydenham Soc.’s Biennial Retrospect, 1871-72, p. 291. 
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Society, all were inguinal with one doubtful exception. Of 
these 67, 42 were congenital, 25 acquired. 

The character of the lesion is told by the peculiar tender- 
ness and nausea following pressure, and by the swelling of the 
tumor just before the menstrual flux. In one case mentioned 
by Routh * pressure on the tumor produced distressing sexual 
excitement; but this isan unusual symptom, although I have 
seen it produced by the pressure of hardened feces. It is 
not always easy to decide whether the displaced glands are 
ovaries or testicles; and repeated mistakes in regard ‘to sex 
have thus been made.+ So difficult, indeed, is it sometimes, 
that the microscope can alone settle the question. j 

Treatment.—In a reducible hernia, taxis and an appropriate 
truss comprise the treatment. If irreducible, a truss with a 
concave pad may be used to protect the ovary from injury. 
If the ovary be fixed by adhesions and it give much discom- 
fort, it should be removed by operation. 


* Trans. Royal Medical and Chir. Soc., Lancet, Jan. 28, 1852. 
t¢ Chambers, Zrvans. London Obstet. Soc., 1881. 
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OOPHORECTOMY: BATTEY’S OPERATION. 


HERE are certain forms of diseases of women peculiar to 

the menstrual period of life. The attendant lesions are 
found either in the reproductive organs themselves, or outside 
of them in remote organs, but with such monthly exacerba- 
tions as show their participation in the catamenial excite- 
ment. ‘They are always very hard to cure, and often prove 
to be wholly unmanageable until the climacteric has been 
established. 

In this category may be classed fibroid tumors of the womb, 
chronic pelvic peritonitis and cellulitis, chronic ovaritis and 
ovaralgia, ovarian insanity, ovarian epilepsy, and, in short, 
all those phenomena or all those lesions which are embraced 
under the term of pernicious menstruation. 

Fibroid tumors of the womb are, fortunately, pretty man- 
ageable. Usually, the womb, like a generous host, hospi- 
tably entertains them; but, once in a while, an unwelcome one 
presents itself which arouses all the resentment of that organ. 
If, then, it stubbornly resists all treatment, it slowly but 
surely destroys life, by the pain which it evokes and by the 
loss of blood it gives rise to. In such a case the woman is 
virtually bed-ridden from her floodings and sufferings, and 
she looks forward to the climacteric as her only hope. But 
the change of life is then always postponed for several years 
beyond the natural term—oftentimes so many years as to be 
overtaken by the death of the patient. 

Now if, under such conditions, we could by any means so 
lessen the sexual or the periodic congestions of the womb, as 
to shorten the blood-rations of these growths, the presump- 
tion is that the hemorrhages would either stop or abate, that 
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the pains would become less cruel, aud that the tumors would 
cease to grow. ‘‘You take my life,’’ says Shylock, ‘when 
you do take the means whereby I live.’? ‘The ovaries being 
then pre-eminently sexual organs, and, therefore, the means 
whereby these tumors live, @ Jrzorz reasoning would suggest 
their extirpation. 

Then, again, there are those cases in which, despite all 
treatment, the ovaries remain turgid with blood, acutely neu- 
ralgic, and to the last degree sensitive. They become dislo- 
cated and lie in Douglas’s pouch, or irremediable tissue- 
changes takes place, attended by follicular or by interstitial 
degeneration. A woman with such a lesion is usually a 
helpless invalid, racked with atrocious pains, weakened by 
exhausting menorrhagia, and wholly unable to fulfill her 
duties as wife or as mother. Usually she seeks relief in ano- 
dynes and becomes a confirmed opium-eater. 

There are also many distressing cases of salpingitis, or of 
pelvic peritonitis and pelvic cellulitis, which cripple a woman 
past all hope by monthly exacerbations. Such cases are by 
no means rare, and the woman, reduced to skin and bone, 
finally dies, because, in spite of all treatment, the inflamma- 
tion is rekindled at every monthly period. 

Further, there are cases of epilepsy which seem to come 
wholly from the sexual organs—cases with an ovarian aura, 
so to speak. The fits begin at puberty, very generally last 
through life, and end in impairment of the mind. Often the 
first convulsion is ushered in by the first menstruation, and, 
ever after, it is around ovulation as a storm-centre, that future 
eclamptic attacks revolve. Such an epileptic is the terror of 
her family and a valueless member of society. Generally she 
dies insane or with enfeebled mind, and, if she marries, she is 
very likely to transmit her infirmities to her children, either 
in the same form as her own or in kind. 

Finally, what insane asylum does not hold incurable women, 
whose mental infirmities seem to depend wholly upon the act 
of ovulation? Some there are indeed, who never exhibit 
symptoms of insanity excepting during the monthly flux. 


—— 


FIBROID TUMORS OP THE WOMB. 395 


For these menstrual affections there is a remedy which, 
while yet in its infancy, promises much—one first proposed 
and performed by R. Battey, of Rome, Georgia. This able 
surgeon reasoned that, since these disorders are kept up by 
the monthly afflux of blood to the sexual apparatus, and 
therefore incurable during menstrual life, the only chance of 
immediate relief lies in the establishment of an artificial 
menopause. ‘To bring about this change of life he advocated 
the extirpation of both the ovaries, and labeled the operation 
“normal ovartotomy.”’? With this name fault has been found, 
because it does not cover the whole ground, for often the 
ovaries themselves, together with the oviducts, are found dis- 
eased. Now, since it is important to distinguish this opera- 
tion from that of ovariotomy proper, and since the term 
spaying, which technically defines the character of the opera- 
tion, is obnoxious from its association with the lower animals, 


_ the terms, odphorectomy and Battey’s operation, have been 


adopted. 

In well-selected cases, this operation has been followed by 
wonderful results; but it has been greatly abused. By it, I 
have réstored to health, cases of otherwise incurable fibroid 
tumors of the womb, cases of dysmenorrhoea and of menor- 
rhagia, and cases of pernicious menstruation, in which the suf- 
ferers were reduced to the last degree of emaciation and fee- 
bleness. Out of eleven cases of ovarian insanity I have also 
cured six, and failed in three. In the remaining two cases, 
the operation has been performed too recently for the result 
to be determined. 

To show in what classes of disease the operation can be 
performed successfully, I append a ew cases: 


My very first case of odphorectomy was that of A. B., aged 33, a literary 
maiden lady, who began to menstruate when thirteen years old, but always 
with pain. Twelve years ago, sacral pains and menorrhagia began to trouble 
her, and her dysmenorrhcea grew worse. Before long, a constant and worrying 
pain developed in the left hypochondrium, which was unsuccessfully treated, 
first as a malarial affection of the sple n, and afterwards as some lesion of 
the left kidney. Apart from this pain, she, in the autumn of 1875, began to 
suffer at her monthlies with an excruciating pain in the left ovarian region, 
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It was a “twisting,” a “‘rending,” or a “bursting”? pain, as she described 
it. One week before each monthly period, this pain began, and steadily 
grew worse, until it became unbearable. The flow then appeared, but with 
no abatement of her sufferings. It lasted not less than a week, and was 
very profuse. Next, followed a week of gradual mitigation of all these dis- 
tressing symptoms. Thus three weeks out of every four were virtually 
spent by her in bed. Worn out by the loss of blood and by her acute pains, 
which were finally pronounced to be nervous in their character, she, in the 
autumn of 1876, consulted Dr. S. Weir Mitchell. He at once suspected a 
uterine origin, and, in October, 1876, asked me to see her. 

The lady was pale, thin, and bloodless, with a face furrowed by acute suf- 
fering. I found a virginal cervix lodged on the symphysis pubis, and a 
sharply anteflexed womb imbedded in the hilus of a large and kidney- 
shaped fibroid tumor. Although the sound gave a measurement of but 
three inches, the tumor dipped down to the bottom of Douglas’s pouch, and 
reached up to a point two fingers’ breadth above the navel and to its left. 
The unexpanded cervix pouted out from one side of the tumor, bearing to 
it the same relation, as the nose bears to the face. The fibroid was plainly 
subperitoneal, and not amenable to treatment by enucleation. 

Thereafter, Dr. Mitchell and I met frequently. We first tried ergot, 
which, although evoking very severe uterine tormina, increased the bleed- 
ing. Once, indeed, while under its full action, she flooded so profusely as 
greatly to alarm her friends and her attending physieian. Gallic acid did 
better, but it was not well borne by the stomach. Various other remedies, 
both local and constitutional, were resorted to without any benefit what- 
ever. The only mixture which really did her any good was one of cinna- 
mon water, containing in each tablespoonful ten grains of ammonium 
chloride, and one-twelfth of a grain of mercuric bichloride. This was given 
thrice daily, and on it she at one time seemed to thrive. But the improve- 
ment was transient, and she soon steadily began to go down hill. Worn out 
by her sufferings, she became a monomaniac on the subject, and gave 
neither Dr. Mitchell nor myself any peace, until she had extorted from us a 
promise to extirpate the womb. My chief objection to the operation lay in 
the encroachment of the growth upon the cervix, by which very little room 
was left for the application of a ligature. 

While we were waiting for the summer to pass away, I happened to re- 
call Trenholme’s case (the other cases had not yet appeared in our medical 
journals), and we were led by his success to decide upon the removal of the 
ovaries. | 

No sooner was this decision announced to our patient, than she insisted 
upon having the operation performed at once. She indeed grew so mor- 
bidly importunate and so unreasonable on the subject, as to make her 
friends apprehensive of insanity, but we firmly waited for the warm season 
to end. On October 4, 1877, with the aid of Drs. S. Weir Mitchell, John 
Ashhurst, C. T. Hunter, B. F. Baer, and W. Heath, I removed the ovaries 
per vaginam. The right one looked healthy, but the left contained a small 
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cyst. Very trifling was the loss of blood during the operation; no vessel 
needed tying, and not a suture was put into the vaginal wound. 

Following this operation, there was an immediate effacement of all the 
facial furrows of suffering. From that day she lost all those pains and aches 
which had embittered her menstrual life. No special surgical symptoms 
supervened, and her convalescence would have been uninterrupted, but for 
the reaction from the previous overstrain of her nervous system. An hyster- 
ical explosion spent itself in dyspnoea, in wandering pains, and in paroxysms 
of great prostration and of excessive nausea. By firm moral treatment she 
got the whip-handle of herself, and did well. For two weeks after the opera- 
tion her linen was stained by a slight oozing of blood, but whether it came 
from the wound or the womb I cannot say. 

On the 16th she went home with hardly a pain or an ache. On the 20th 
I found her up and sewing. November igth she came to my office in the 
highest spirits, overflowing with joy and gratitude. She had walked at one 
stretch last week ten Philadelphia blocks, which make just one mile. She 
sleeps without anodynes, and has a keen appetite. December 7th she came 
to consult me about the merest show of blood, which began five days ago 
and has lasted ever since. It barely stains her underclothing, and needs no 
guard; but she feels anxious lest it should turn out to be an effort at men- 
struation. If it be indeed a monthly period, it is the first one sirce the 
operation, and the first one for many years which she has not spent in bed 
and in great agony. The Sunday following she walked fully one mile to 
church, joined without fatigue in its rites, and returned home on foot. So 
impressed was she by this proof of returning health, that she at once wrote 
me a grateful letter of thanks. 

December 17th. To-day she consulted me about a soreness high up in the 
vagina, and about the slight weeping of blood, which had not yet stopped. 
For the first time since the operation I examined her, and found, on the site 
of the wound, a small caruncle or neuroma, which bled at the slightest 
touch, and was extremely sensitive. After blunting its sensibility with car- 
bolic acid, I snipped it off. I took this opportunity to make a careful ex- 
amination, and, to my surprise, found the womb astonishingly lessened in 
size, fully one-half. Instead of reaching to two fingers’ breadth above the 
navel, the top of the tumor now lay half-way between the navel and the 
symphysis pubis. By February 20, 1878, she had gained twelve and a half 
pounds in weight, and was looking and feeling extremely well. The tumor 
is now so much reduced in size as to need searching after. ‘That portion of 
it which filled up Douglas’s pouch has disappeared. The rest lies behind 
and below the pubic arch. 

April gth, 1878. It is only from my previous knowledge of her case, that 
I was enabled to-day to discover a fibroid knob on the right side of her 
womb and about as large as a horse-chestnut. This information was gained 
by careful double palpation, for the sound gives a natural length to the 
womb. On December 6th, I found no further diminution in its size; but 
she suffers no inconvenience from it, and has had neither menstrual flux, 
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nor molimina. Since this date I have repeatedly seen her, but have not 
made any further uterine examination. She has not passed a single day in 
bed since her recovery from the operation, and practically is wholly cured 
of her disorder. Her menses have not returned, but their absence has not 
had any appreciable effect upon her appearance or upon her character. She 
is just the same in these respects as she was before the operation. 


Since the foregoing case of odphorectomy for fibroid tumors 
of the womb, I have had a number of others, and the results 
have been most gratifying. 

B. C. was an unmarried lady of twenty-seven, who had 
great hemorrhage at her menstrual periods, and exquisite 
suffering not only at these times, but for a week before and 
after. Her physician, my friend, Dr. C. A. McCall, called 
me in to see her several times, but I was powerless to do her 
any good whatever. Her troubles seemed to start from turgid 
and neuralgic ovaries, for the womb showed no lesion what- 
ever, and the pains radiated from each ovarian region. She 
had violent headaches, great emaciation, weighing sixty-seven 
pounds only, and exhibited mental disturbances which threat- 
ened insanity. I finally recommended the rest cure, but this 
did her very little good, although she was under the skillful 
supervision of Dr. S. Weir Mitchell, and fattened up to eighty- 
three pounds. It was one of the worst cases of pernicious 
menstruation that I have ever seen. Finally, after due delib- 
ation, the removal of the ovaries was decided upon by us 
and proposed to her. She at once consented, and I performed 
the operation per vaginam, being aided by Dr. McCall and 
by two other medical friends. One stalk was tied with silk, 
the other with gut, which broke, and it was then crushed off 
with the écraseur. Her recovery was a slow one, being re- 
tarded by a small pelvic abscess, which burst through the 
incision, and discharged the knot of the silk ligature. Men- 
struation did not return, and she became wonderfully better, 
so much so as to astonish her friends, who were all ignorant 
of the nature of the operation. The secret has been well 
kept; her father, the other members of the family, and the 
servants in the house, are to this day unaware of what took 
place. Besides her mother and the physicians present, no 
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other soul knows that she is without ovaries. Nor is the 
slightest change of voice, of appearance, or of character, 
perceptible. She mingles in society, and is just as womanly 
and womanish as she was before the operation. She has 
simply reached the climacteric earlier than usual. Not long 
ago, Dr. McCall informed me that ‘‘she deemed herself per- 
fectly well, and had told him he need never call again as a 
physician, but as a friend.’’ She has a large circle of friends, 
some of whom have complimented me on the successful isstie 
of my treatment, and have asked questions so hard to parry, 
that I trust the Recording Angel has dropped a tear over 
each entry of my answers. 

E. F., an unmarried lady of thirty, had for many years a 
chronic ovaritis, which had terribly crippled her in mind and 
in body. During the acts of defecation and of menstruation, 
her sufferings were excruciating. At all times she was never 
free from gusts of ovarian pain, often unbearable. In addi- 
tion, she flooded alarmingly at every monthly period. She 
could not walk a single block, and was virtually bed-ridden; 
while her mind lay on the narrow border-land which separates 
hysteria from insanity. After consulting in vain the very 
best medical advice this country affords, she put herself in my 
hands. I thought at first, that she might be cured by the use 
of the curette and by the rest-cure; but, although she gained 
flesh and improved up to a certain point under th. treat- 
ment, she was very far from being restored to health. So, 
with the kind help of Drs. D. Hayes Agnew, E. W. Wat- 
son, B. F. Baer and TT. V. Crandall, I operated under the 
spray. I first made a vaginal incision, and was able to reach 
the ovaries; but not, on account of adhesions, to bring them 
down. ‘The operation was, therefore, finished by an abdom- 
inal incision, just long enough to admit two fingers. I found 
all the evidences of repeated attacks of peri-uterine inflamma- 
tion. ‘The ovaries were adherent to adjacent structures. The 
broad-ligaments were very tense, and adhesion-bands cords 
ran across the pelvic basin, as tightly drawn as fiddle-strings. 
The ovaries being detached were cut away, after the ovarian 


400 OOPHORECTOMY; BATTEY’S OPERATION. 


ligaments, together with their corresponding oviducts, had 
been transfixed and tied on either side. ‘The lady recovered 
promptly from the operation, and is now perfectly well. 

G. H., a married lady aged thirty-one, was sent to me on a 
litter early in January, 1880, by Dr. I. N. Taylor, of Girard, 
Pa. She was terribly afflicted with prolapsed ovaries, which 
had baffled the best skill which this country can afford, and 
had reduced her to the most distressing condition imaginable. 
She was, when brought to me, merely a living skeleton, with 
her skin tightly drawn over her bones, and with a bed-sore 
which had defied all treatment. From no disease have I 
ever seen such emaciation, and such atrocious suffering. She 
had not been raised from her bed for seventeen months, and 
had not menstruated for over a year. There was excessive 
hyperzesthesia of the whole body, but especially of the ovaries, 
and of the ovarian region. So dreadful was her agony from 
the scraping of the feces over the ovaries, that, although very 
costive, she had not taken an aperient for over nine months, 
and once went thirty-five days without a stool. Every day 
or two, her husband would pass his finger up the rectum, and 
hook away balls of hardened feces. She was, however, never 
free from pain, unless under the influence of an anodyne, and 
had consequently fallen into the habit of taking morphia, 
which was administered hypodermically. All sexual desire 
had long been wholly quenched, and yet, by an unexplainable 
inconsistency, sexual throbs, of the most painful and exhaust- 
ing character, thrilled through her body for hours at a time. 
They radiated from the ovaries, and were brought on by lying 
on her left side, by rectal enemata, by the introduction of the 
finger into the rectum, or by the presence there of hardened 
feces. ‘To add to her sufferings, she had obstinate vomiting, 
and apparently rejected all the food given to her. Her arms 
were covered with the scars of hypodermic punctures, and 
her colon from its beginning to its end was packed with feces. 
It took me several weeks before I got all the hardened scybala 
dislodged, and finally only by the use of calomel, which 
smartly salivated her. 
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Owing to the excessive tenderness of the parts, it was ex- 
- ceedingly difficult to make a thorough vaginal and rectal ex- 
amination; but I was able to discover the ovaries low down, 
and the womb retroflexed. The sensitiveness of these organs 
surpassed anything of the kind that I had ever before or since 
met with. No kind of pessary was tolerated, not even Gariel’s 
air bags. 

After the use of massage for about eight weeks, she was 
able to eat more, and, consequently, gained a little flesh; but 
her sufferings remained undiminished. So on the 28th of 
February, aided by Drs. R. A. Cleemann, B. F. Baer, Jacob 
Roberts, Houston Mifflin, and H. D. Ingraham, I removed 
both ovaries per vaginam. ‘The operation was an easy one, 
and was performed under the spray. Convalescence was 
slow, and I had a tough time with the opium habit; but she 
ultimately triumphed over it, and got well, having gained 
many pounds of flesh. 

I. J. was a married lady, thirty-eight years old, whose 
brain gave way from over-anxiety, and from over-nursing a 
sick child during the summer of 1875. The first token of 
insanity was night-terrors which began to afflict her for two 
or three days before the appearance of hercatamenia. These 
steadily grew worse until I saw her in September, 1878. 
At that time she presented the following symptoms: Several 
days before the appearance of her menses, to use the language 
of her husband, who is a clergyman, ‘‘hallucinations on 
every subject take complete possession of her, and she be- 
comes so violent as to need locking up.’’? ‘These attacks last 
during the continuance of the menses, and for a week after- 
wards. The remaining part of the inter-menstrual period, 
which lasts from a week to ten days, ‘‘she eats and sleeps 
enormously, like a ploughman,’’ and exhibits mere traces of 
her hallucinations. She has been an inmate of several in- 
sane asylums, without benefit. Two distinguished alienists, 
however, held out hopes to her husband, that with the 
change of life reason would return. Deeply impressed with 
this opinion, and with the conviction that the climacteric 
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could alone cure his wife, and having heard of one of my 
cases of spaying, he brought his wife to me, for the sole pur- 
pose, if I deemed it best, of having an artificial menopause 
induced. 

I found a congested and an hypertrophied womb, measur- 
ing 3.5 inches, and the left ovarian region exquisitely ten- 
der; the ovaries, however, could not be outlined. These 
were all the discoverable lesions, but, in view of the history 
of the case and of the opinion of the two experts, who had 
had her for several months under their charge, I consented to 
remove her ovaries. 

This was accordingly done by a vaginal incision of Novem- 
ber 23d, and I was aided in the operation by Dr. Joseph Par- 
rish, Dr. Charles H. Thomas, Dr. B. F. Baer, and Dr. Angle. 
She did not have a single bad symptom following the opera- 
tion, although she twice jumped out of bed, and had to be 
forcibly put back and held down. Her pulse and tempera- 
ture never rose above the normal. On the eighth day, by 
dint of a little coaxing, I succeeded in persuading her to let 
me remove the single stitch that had been putin. After that 
she could not be kept in bed without undue violence, and I 
thought it best, as the less of the two evils, to let her get up. 
No harm whatever followed, but her mental condition did 
not improve, and she was again put in the skillful hands of 
Dr. John Curwen. Ina few months her reason was restored 
to her, and she has ever since remained sane. 

This operation has been performed both by the vaginal an 
the abdominal section. For some years I was a warm advo- 
cate of the vaginal method, which is usually easy of execu- 
tion and which does not leave a tell-tale scar; but I have 
wholly given it up, because by this mode of operation ad- 
herent ovaries cannot be safely dislodged, the ovaries cannot 
always be reached, the vaginal wound cannot be dressed anti- 
septically, and because the abdominal mode is more simple 
and less dangerous. Only when the ovaries are dislocated 
and low down in Douglas’s pouch would I possibly resort to 
the vaginal incision. 
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If the abdominal operation be performed, the incision should 
be made between the tiavel and the pubes in the median 
line, and not over each ovary, as advised by some surgeons. 
One great caution must, however, be observed, and that is 
not to wound the intestines. In a case of ovariotomy the 
cyst is in front of the intestines, and there is very little dan- 
ger of injuring the latter. But in cases of odphorectomy, no 
tumor being present, the omentum or the bowels lie in con- 
tact with the wall of the abdomen, and are very likely to be 
wounded by the knife, when the peritoneum is incised. 
Three times I found the bowels adherent to the abdominal 
wall, and in one I nicked the peritoneal coat. The incision 
should be long enough to admit two fingers. These, being 
passed behind the womb, are conducted to the ovary by glid- 
ing along the oviduct as a guide. Each ovary, together with 
its oviduct, is in turn brought up to the opening. It is then 
seized by a fenestrated polypus forceps and its stalk trans- 
fixed, tied on either side with fine silk, cut off, and dropped 
back into the abdominal cavity. The fenestra of the forceps 
should be large enough to admit the ovary without pinching 


FIG. 97. 
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it. This advice is important, because compression of the ovary 
often produces collapse and shock, even when the woman is 
wholly anzesthetized. A very excellent forceps for this pur- 
pose is Dr. Joseph Price’s fenestrated forceps, devised for 
clamping the trocar opening in the cyst (Fig. 97). Should 
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the stalk be so short, that ovarian stroma is left behind in the 
button of the stump, it should be destroyed by Paquelin’s 
cautery, for it is astonishing how small an amount of this tis- 
sue will keep up, not only menstruation, but even menor- 
thagia. On the other hand, it will not answer merely to 
ligate the pedicles, without removing the ovaries. This has 
been tried, and not only did menstruation continue, but in 
one instance pregnancy took place. * 

The dressing is precisely the same as in ovariotomy, and, 
like it, the operation should be performed with every detail 
of antiseptic surgery. 

In the vaginal operation, the vagina should first - be 
thoroughly cleansed with a strong solution of corrosive subli- 
mate and the patient placed on her back and not on her side. 
I am convinced from experience, that the usual left-lateral 
position is a dangerous one, for, as soon as the peritoneum is 
opened, the air rushes out and in during every inspiration and 
expiration—an untoward circumstance which cannot happen 
in the dorsal position. A duckbill speculum is introduced, 
and the perineum pulled downward. ‘The cervix uteri is 
transfixed by a strong thread, by which the womb is drawn 
downward and forward. ‘The post-cervical mucous mem- 


Fic. 98. 
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brane is next caught up by a uterire tenaculum and snipped 
open for about an inch witha straight pair of scissors, of 
which I have found Kiichenmeister’s (Fig. 98) to be the best, 
as it holds, and cuts all it holds. 


*Murphy, British Medical Journal, April 18, 1885, p. 787. 
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The index finger of the left hand is then passed in, and each 
ovary brought down to the incision, by the finger-tip hooked 
into the sling made by the oviduct. The ovary is seized by 
a fenestrated forceps and brought into the vagina, where its 
stalk is transfixed, by passing a needle armed with a double 
thread between the ovarian ligament and the oviduct, and 
each half is securely tied. The ovary and the fimbriated end 
of the oviduct are then removed, the ligatures cut off at the 
knot, and the stumps returned into the pelvic cavity. To 
close the vaginal opening one or two stitches will be needed, 
and finally the wound is covered with iodoform and the 
vagina gently packed with pads of carbolated or salicylated 
cotton. 

Menstruation After Oophorectomy.—Candor compels me to 
note one very serious drawback to the operation for odphorect- 
omy. For some inexplicable reason, the removal of both 
ovaries does not always bring about the desired ‘‘change of 
life.’? Now, it is not within the scope of this paper to discuss 
the theory of this unexpected menstruation; whether it be due 
to the force of habit, or to a law of periodicity, or to some 
fragment of ovarian stroma left behind by the operator, or to 
supplemental ovarian tissue contained between the peritoneal 
layers of the broad ligament, or to the existence of a third, or 
supernumerary, ovary. What we, as practical physicians, have 
to deal with, is the important and unexpected fact, that uterine 
discharges of blood sometimes keep on long after the ablaticn, 
or the supposed ablation, of both ovaries and oviducts. This 
being the case, it will be pertinent to inquire how far we may 
depend upon such an operation to put an end to the menstrual 
flux. In other words, what proportion of women who have 
lost both ovaries menstruate? 

It is a fact worthy of note that during the week following 
the ablation of these uterine appendages, a sangiineous dis- 
charge usually takes place from the womb. This has happened 
in almost all of my cases of spaying; but it is in no wise a 
menstruation, but a metrostaxis set up by the irritation of the 
Ovariau nerves, caused by the means adopted to secure the 
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pedicle. It is, therefore, more likely to happen when both — 
ovaries are removed, for, then, two sets of ovarian nerves are 
injured by the ligature. Such fluxes, even when repeated 
once or twice, do not mean a continuance of menstruation, 
and are not to be looked upon as such. 

In the two preceding editions of my book, I published 
some very elaborate tables, showing the proportion of cases 
of women, who menstruated after the removal of both ovaries, 
to those who did not. ‘The average—about 11 %—was a sur- 
ptisingly large one; but so sure am I of the untrustworthiness 
of these statistics, although they cost me much time and 
labor, that I have omitted them in this edition. The source 
of fallacy seems to me to be, that every case of double ovario- 
tomy or of double 6ophorectomy has not been published. 
Whereas, so opposed to every preconceived idea is the recur- 
rence of menstruation after this wholesale extirpation, that 
every such case is deemed worthy of note. 

Another very curious and unexpected fact elicited by these 
inquires, is the recurrence of so-called menstruation, even 
after the removal of the womb itself, together with the ovaries. 
Storer* completely extirpated the womb and ovaries, yet on 
the nineteenth day a sanguineous discharge, lasting thirty 
hours, took place from the vagina. Burnham writes to me 
that after such an operation, ‘‘several months after the re- 
covery, seemingly a perfect one, there occurred from the 
vagina quite a copious discharge, tinged with blood, which 
continued for one day, and was never followed by any recur- 
rence.’? Dr. Queirel extirpated both womb and ovaries, 
leaving part of the neck only, ‘‘yet her menses returned four 
or five times.’’f M. Pean states that, in menstruating women, 
from whom the womb and both ovaries have been removed, 
menstruation takes place sometimes up to the menopause, 
from the small portion of the cervix uteri left behind. He 
contends also that, when the clamp has been used, there will 
be from the lower angle of the scar, for a few months after 
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the operation, a monthly oozing of blood, more abundant than 
that which often takes place after ovariotomy. * 

After such facts as these, one is prepared to accept the 
further statement, that menstruation not only has gone on, 
but has become excessive, after cystic or other disease has 
invaded both ovaries and wholly destroyed them—at least, 
apparently so. Examples of this kind are furnished by Buhr- 
ing and Beigel, and by Mayrhofer,+ who quotesthem. A very 
interesting case is told by M. Terrier.t He removed one 
ovary for cystic disease. ‘The woman died two years after, 
and, although the remaining ovary was found wholly altered 
and cystic, she had menstruated up to the time of her death. 
Sinety makes an analogous observation,§ which, however, is 
beyond my reach. But the climax is capped by Atlee,|| who 
gives two cases in which, one ovary having been removed 
and the other so diseased as to need repeated tappings, each 
woman not only menstruated, but gave birth to a child. 

The cause of this unexpected continuance of the menses, 
has been attributed by Keeberlé to a portion of ovarian stroma 
unwittingly left behind, but I think it is often owing to the 
existence of a third, or accessory ovary, or of patches of ova- 
bearing tissue lying in adjacent peritoneal folds, which are 
not included in the ligature. Kochs found a third ovary at- 
tached to a womb removed by him for cancer.§ The speci- 
men was exhibited at the Medical Congress held at Cassel, 
and verified by Dr. A. R. Simpson, who happened to be 
present.** Keppler had to extirpate three ovaries and three 
oviducts from a single woman,}} and this explains the oc- 
casional occurrence of pregnancy after double ovariotomy. 


* Archives de Tocologie, January, 1880, p. 52. 

t Wiener Medizinische Wochenschrift, Feb., 1875, p. 130. 

t Bulletin et Mém. de la Société de Chirurgie, 1876, t. ii., p. 551. 
¢ Bulletin de la Société de Biologie ; Séance Decembre 2, 1872. 

|| Aélee, Ovarian Tumors, pp. 38 and 3). 

{ Centralblatt fiir Chirurgie, No. 49, p. 839. 

** Edinburgh Medical Journal, January, 1879, p. 512. 
ttAligemeine Wiener Medizinische Zeitung (No. 36). 
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Puech has collected several such cases.* Out of six hundred 
female bodies examined by Weigel, twenty-three had more 
than two ovaries.+ Liegois also gives examples of this abnor- 
mality.t Winckel lighted upon one such case, and has given 
a beautiful wood-cut of it;§$ while the lamented Beigel, in 
three hundred and fifty post mortem examinations, found 
eight women with a third, or accessory ovary, containing true 
ovarian stroima.|| ‘These accessory ovaries range in size from 
a hemp-seed to that of a cherry, and are usually attached by 
a slender stalk. ‘They very generally lie on the boundary 
line, separating the peritoneum from the serous covering of 
the ovary. Beigel found three attached to one ovary, and 
Waldeyer as many as six. ‘The latter also discovered ova- 
bearing stroma in the pedicle after he had removed an ovarian 
tumor. ‘‘On microscopic examination they were found to 
consist of normal ovarian tissues, and to contain Graafian 
follicles in every degree of development, as well as relics of 
corpora lutea, and follicles which had dwindled without rup- 
turing. ‘The author concludes that both conception, and also 
the pathological changes of normal ovaries, may originate 
in these bodies. They may also have a bearing on the recur- 
rence of menstruation after the complete removal of the 
ovaries.”’ 

Out of over one hundred cases of my own, which recovered 
' from the operation of the removal of both ovaries, in only 
three was there a recurrence of menstruation. In one, it lasted 
three years aud then ceased. In another, operated upon one 
year ago, the monthly periods kept up for eight months; but 
they are now becoming irregular. Inthe third one, both 
ovaries were extirpated on account of excessive hzemorrhages 


* Annales de Gynécologie, January, 1879, p. 74. 

t+ American Journal Medical Sciences, October, 1886, p. 464. 

t Physiologie Appliqueé 4 la Medicine et a la Chirurgie. 

¢ Die Pathologie der Weiblichen Sexual-Organe ; Leipzig, erste Lieferung, 
Tafel xxxiv. 
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from a supposed uterine fibroid, and menstruation ceased for 
about one year. It then returned, but the tumor proved to 
be a sarcoma, and the example is, therefore, not a fair one. 
Almost every ovariotomist has met with this continuance of 
menstruation; but, in the large majority of these cases, it 
lasted for a few months only, then become irregular and finally 
ceased. On the other hand, Kceberlé’s experience leads him 
to assert that the menstrual flux never returns, unless a por- 
tion of the ovarian stroma has been left behind, and that this 
may occur whenever the pedicle is short and the clamp is 
used. ‘‘In all my cases,’ he writes to Puech,* ‘‘there was 
complete amenorrhcea.”’ 

The actual percentage, then, of recyrring menstruation, is 
not large enough to detér one from performing this operation 
for the purpose of establishing the menopause. ‘Then, again, 
in most of these cases, the menstrual fluxes wholly ceased in 
a short time. But, granting that menstruation keeps on, 
will its continuance impair the success of the operation? 
Now, although menstruation, in the sense of a monthly flow 
of blood, may not cease, yet ovulation usually ends, and with 
it the ovular molimen. Consequently, such a metrostaxis is 
not a constitutional expression, but merely a local blood 
leakage, and it is, therefore, not so liable to be attended by 
that assemblage of nervous and congestive determinations, 
and by all those reflex symptoms, which unite to make up 
the molimen of pernicious ovular menstruation. ‘T’o that ex- 
tent, therefore, may we hope for benefit. Thus, in Battey’s 
first case,f although an irregular uterine hemorrhage con- 
tinued, the woman was cured of very distressing menstrual 
symptoms, for the relief of which the operation was under- 
taken. Trenholme’s case of uterine fibroid proved a success 
in spite ‘‘of occasional but not regular discharges’ of blood;t 
so also did Simpson’s. § 


* Puech, Les Ovaires et leurs Anomalies, p. 121. 

t Transactions of American Gynecological Society, vol. i., 1877, p. 119. 
t Obstetric Journal of Great Britain, Oct. 1876, p. 425. 

¢ British Medical Journal, May 24, 1879, p. 763. 
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Does spaying after puberty unsex a woman? So far as can 
be ascertained, it does not; at least, not more than castration 
after puberty unsexes a man. In the one, the ability to insem- 
inate is lost; in the other, the capability of being inseminated; 
but, in both, the sexual feelings remain pretty much the same. 
Males who have lost their testes after the age of puberty, re- 
tain the power of erection, and even of ejaculation; but the 
fluid is, of course, merely a lubricating one. The amorous 
proclivities of the ox or of the steer are the scandal of our 
streets. Alive to these facts, oriental jealousy demands in a 
eunuch the complete ablation of the genital organs.* Not only 
are the testes, therefore, removed, but also the scrotum and 
the penis. Hence, to avoid the soiling of his clothes, every 
eunuch carries a silver catheter in his pocket. ‘The seat of 
sexuality in woman has long been sought for, but in vain. 
The clitoris has been amputated, the nymphz have been ex- 
cised, and the ovaries removed, yet the sexual desire has 
remained unquenched. Its seat has not been found, because 
sexuality is not a member or an organ, but a sense—a sense 
dependent on the sexual apparatus, not for its being, but 
merely for its fruition. The physical and psychical in- 
fluence of the ovaries upon woman has been greatly over- 
rated. In the popular mind, a woman without ovaries is no 
woman. Even Virchow has gone so far as to say that ‘‘on 
these two organs depend all the specific properties of her 
body and her mind, all her nutrition and her nervous sensi- 
bility, the delicacy and roundress of her figure, and, in fact, 
all other womanly characteristics.’’+ This is true in so far 
as the ovaries are necessary for the primary development of 
woman, but not, when once she is developed, te-her perpetua- 
tion as woman. Kceberlé, who had the large experience of 
eighteen cases of double ovariotomy, has written so fully on 
this subject, that I cannot do better than to quote him at 

* North American Medico-Chirurgical Review, May, 1861, p. 500; New 
York Medical Record, June, 1870, p. 190; Medical and Surgical Reporter, 
April 24, 1875, p. 329. 

t Maladies des Ovaires, par E. Keberlé: Extrait du Nouveau Diction- 
naire de Médecine ét de Chirurgie Pratiques, tome xxv., p. 487. 
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length.* ‘‘They go so far,’’ he says, ‘‘as to assert that cas- 
tration, which takes from man his muscular vigor, the deep- 
ness of his voice, and the growth of his beard, has precisely 
the opposite effect upon the woman. ‘The truth is, that the 
absence of the ovaries causes, in general, simply the same 
changes which attend the menopause; but these changes are 
not always so marked, and they never so wholly modify the 
body and the mind as has been asserted. As regards cases 
of congenital deficiency of the ovaries attested by autopsy, 
Puech has collected a sufficient number to warrant the fol- 
lowing conclusions: ‘The absence of the ovaries does not 
necessarily entail the absence of the characteristics of puberty. 
At the usual time, the mons veneris becomes covered with 
hair, the pelvic basin enlarges, the haunches spread, the 
limbs grow plump, and the breasts develop, as if menstrua- 
tion was about to be established. Further, absence of the 
sexual impulse, and indifference to persons of the other sex, 
are by no means inherent to this anomaly. The rebutting 
testimony, brought forward by Pears and Lancereaux, is 
based upon exceptional cases, explainable by their surround- 
ings and by their physical sufferings. Contrary facts are far 
more numerous, and amply show, that sexual desire does not 
necessarily depend upon the normal development of the 
ovaries. This position is still further strengthened by the 
fact, that sexual desire is present in women who have passed 
the change of life, and that some young girls, long before the 
age of puberty, are addicted to masturbation. The plain in- 
ference therefore is, that the sexual appetite is, up to a cer- 
tain point, independent of the capability of procreation, and 
can fully exist even when the sexual glands are absent. In 
ny own experience, the extirpation of both ovaries, causes no 
marked change in the general condition of those who have 
been operated upon. ‘They are women who may be consid- 
ered as having abruptly reached the climacteric. Their 
instincts and affections remain the same; their sexual organs 
continue excitable, and their breasts do not wither up. These 
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women do not grow fat, unless there is a previous tendency 
to stoutness. Abnormal growths of hair do not take place, 
and the tone and quality of their voices are not changed.’’* 
In confirmation of these views Battey notes, in his cases of 
spaying, the persistence of aphrodisiac power. Nor in any of 
them was ‘‘there a loss of the womanly graces, but, on the 
contrary, the patient gains flesh and becomes more attrac- 
tive.’’{ Analogous opinions are expressed by Hegar{ and by 
Wells. ‘The latter, indeed, reports the case of a teacher of 
singing, who wrote to him three months after the operation: 
‘My voice is stronger; I can sing the upper notes with 
greater facility than formerly. I can sing from A up to C 
natural.’’§ Peaslee writes: ‘‘ Double ovariotomy, as a rule, 
is not followed by any loss of the special characteristics of 
woman; the only decided physiological change being a final 
cessation of menstruation, as well as of ovulation. ‘Three of 
my own patients, married and highly educated ladies, after 
recovery, again became splendid examples of womanhood, 
enjoying the most perfect health, and retaining all their 
former attributes of mind, as well as of body, and with un- 
diminished sensory capacities in their matrimonial rela- 
tions.’’|| Atlee reports a case of double ovariotomy, in 
which marriage took place after the operation, as ‘‘the 
sexual feelings were normal.’’§ Six months after an analo- 
gous operation, Verneuil found his patient with well-developed 
breasts and decidedly fatter. ‘‘She, in fact, seemed far more 
of a woman than before the operation.’’** ‘These opinions are 
amply confirmed by the history of my own patients, who are 
not conscious of any physical or psychical changes what- 
ever, and who also have become better-looking. Their in- 
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stincts and affections remain the same, their sexual organs 
continue excitabie, their breasts do not wither up, and they 
are no less mothers or wives. 

Yet, to be impartial in this matter, it is my duty to give 
the following adverse testimony: The committee appointed 
in 1886 to investigate the ‘‘ Woman’s Hospital,’ at Liverpool, 
England, stated that they did not find that these women be- 
came in any way masculine in appearance, but that, in a 
considerable proportion, there was ‘‘a distinct loss of sexual 
feeling to such an extent, as to cause serious domestic unhap- 
piness in not a few instances.”’ 

The operation of spaying is yet in its infancy, and time is 
needed to develop its resources. From being performed too 
frequently and without sound warrant, it is in danger of fall- 
ing into disrepute. Yet, I cannot but feel that, in carefully 
selected cases, it will prove the sole means of curing many 
mental and physical disorders of menstrual life, which have 
hitherto baffled our science, and are a standing opprobrium 
to our profession. 


LESSON XXX. 


EXTRA-OVARIAN CYSTS. 


HERE is a class of tumors which, while not ovarian, lie so 
near to the ovary as often to involve it, and usually need 
precisely the same treatment as cysts of that organ. In their 
extirpation the ovary is almost always also involved. ‘This 
close anatomical retationship makes it needful to describe 
them in conjunction with ovarian tumors. ‘They comprise 
Cysts of the Parovarium, Cysts of the Oviducts, or Fallopian 
Dropsy, and Cysts of the Terminal Vesicle of the Oviduct, 
often called the Hydatid or Vesicle of Morgagni. ; 


CYSTS OF THE PAROVARIUM. 


These are formed from the dropsical distension of one of 
the tubules of the parovarium, or organ of Rosenmiller, 
which lies between the folds of the broad ligaments and be- 
tween the ovary and the oviduct. Usually, one tubule alone 
is affected, and the cyst is then unilocular; but exceptional 
cases have been met with, in which several of the tubules 
have become dilated, and the cyst is then bilocular or even 
multilocular.* ‘These cysts are often called cysts of the broad - 
ligament. 

By examining cysts in their early stage, Albert Doran has 
demonstrated that ‘‘the vertical tubes of the parovarium are 
lined with epithelium, sometimes ciliated, but oftener cubical, 
the original, primitive form of the tubes of the Wolffian body. 
From these tubes and from the hilum of the ovary, full of 
Wolffian relics, spring the multilocular papillary cysts which 
give so much trouble to the operator. At the outer end of 


* “Bursting Cysts of the Abdomen,” by Wm. Goodell, Trans. American 
Gynec. Soc., 1881, p. 231. 
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the horizontal tube of the parovarium, is a cystic dilatation 
which is lined with a structure resembling endothelium. 
Apart from the parovarium, between the folds of the broad 
ligament, minute cysts are frequent. It is from these and 
from the terminal cyst of the parovarium, that the simple uni- 
locular so-called parovarian cyst arises. The terminal cyst 
of the Fallopian tube never attains a large size, and no true 
cysts of the broad ligament appear, when young and minute, 
to arise from that tube.’’* 

These cysts are more commonly found in young women. 
From the thinness of their walls and the limpid character of 
their fluid, they yield very marked waves of fluctuation, 
which are equally distinct at every point. They can usually 
be distinguished from ovarian cysts, either by a lack of that 
tenseness so characteristic of the latter, or by varying condi- 
tions of tenseness and flaccidity, as if the fluid were some- 
times absorbed more quickly than at other times. They also 
grow more slowly than the ovarian cyst, and do not exert the 
same profound constitutional impression. The facies ova- 
riana is absent, and the health of the woman may in no wise 
be disturbed. They, indeed, in the majority of cases, seem to 
do no harm, and are merely annoying from their bulk. The 
fluid they contain is, with rare exceptions, as limpid and clear 
as spring-water, but with refractive powers so high, as to mag- 
nify the fibres of the wooden pail into which it has been 
drawn off. 

Owing to their very thin walls and delicate structure these 
cysts, on very slight provocation, are liable to burst. Yet on 
account of the blandness of the contained fluid, this accident is 
rarely followed by collapse or by peritonitis. The rent heals 
up and the cyst usually refills; but ina large proportion of 
cases it does not, and the woman remains permanently 
healed.+ Sometimes they are pedunculated, but often they 
lie between the two folds of the broad ligament, having no 
proper stalk. 

* British Med. Journal, Oct. 21, 1882, p. 792. 


+ ‘Bursting Cysts of the Abdomen,” by Wm. Goodell, 7rans. American 
Gynecological Society 1881, p. 226. 
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Cysts of the broad ligament must not be confounded with 
those ovarian cysts, which, instead of growing free in the peri- 
toneal cavity, develop between the two layers of the peri- 
toneum—intra-ligamentous ovarian cysts, as Garrigues very 
aptly calls them in his paper on the ‘‘ Diagnosis of Ovarian 
Cysts.’’* In this excellent paper, from which I have gleaned 
much, he says, that sometimes the anatomical relations are so 
lost that nothing short of a microscopic examination of the 
outer epithelium can determine the character of the cyst. 
Thus, ‘fa tumor covered with columnar epithelium is ovarian, 
and cannot be anything else; while the cyst of the broad liga- 
ment, being covered with peritoneum, has flat peritoneal en- 
dothelium. In cases of intra-ligamentous development of an 
ovarian cyst, the lower portion is covered by peritoneum, but 
the upper part has the columnar epithelium characteristic of 
the ovary.’’ There are, however, certain macroscopic char- 
acteristics which will generally tell the nature of the cyst. 
For instance: usually, by a careful examination, the corres- 
ponding ovary will be found either stretched out and spread 
out in the wall of the sac, or, what in my experience is more 
common, elongated and forming a part of the stalk. These 
cysts are in the vast majority of cases monocysts, while un- 
ilocular ovarian cysts are very rarely, ifever, met with. Their 
walls are thin, of a conjunctival blue, and fretted with a deli- 
cate network of blood-vessels. ‘The oviduct is usually im- 
bedded in the cyst, and, by transmitted light, its fimbriz can 
be traced out in the cyst-walls, in long fronds as delicate as 
those of dried and pressed sea-weed. Then, again, the peri- 
toneal coat is readily stripped off. On the other hand, in an 
ovarian tumor, the oviduct is not ordinarily incorporated in 
the cyst-wall; in fact, a meso-salpinx usually exists; and, 
further, the peritoneal coat, being nailed down to the cyst- 
wall proper by the cicatrices of ovulation, is not capable of 
being stripped off. é 

Treatment.—Since these cysts do not ordinarily affect the 
general health or grow to a very large size, they should, asa 


* Am, Journ. of Obstetrics, April, 1882, p. 394. 
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rule, be let alone. Whenever grounds for interference arise 
the cyst should be aspirated, for sometimes after being wholly 
emptied it does not refill. Should, however, the fluid return, 
the cyst must be extirpated, and in precisely the same way as 
an Ovarian tumor. ‘There is one danger attending tapping, 
which Bantock has pointed out—that of the degeneration of 
the cyst into malignant papilloma. When it is without a 
pedicle, it will have to be carefully enucleated from between 
the folds of the broad ligament, which then cover it. If this 
cannot be done, all of the cyst possible should be removed, 
the edges stitched to the abdominal wound, and a drainage- 
tube put in. ‘This is the advice ordinarily given, but I have 
not yet met with a cyst of this variety which could not be re- 
moved. Were such a one to occur in my practice, I should 
be tempted to remove all of the cyst possible, and to close up 
the adherent portion in the cavity of the abdomen, without 
resorting toa drainage-tube. ‘The fluid secreted by a paro- 
varian cyst is so bland, that I believe no mischief would arise. 
The late Washington L. Atlee was accustomed to make 
merely a large circular opening in the cyst, without attempt- 
ing to remove it. 


CYSTS OF THE OVIDUCTS, OR FALLOPIAN DROFSY. 


These tumors may contain either fluid or pus. In the 
former case the cyst is called hydro-salpinx; in the latter, 
pyo-salpinx. They are caused by salpingitis, or inflammation 
of the oviduct, which exists often per se, either from gonor- 
rheeal infection, or from septic germs. The distension of the 
tube is due to the occlusion of each of its ends. Thus, by 
pelvic inflammation, the fimbrize become glued to the ovary, 
sealing up the ovarian end, while an endometritis closes the 
uterine opening. In addition to the dropsy of the tube, I 
have repeatedly met with small cysts, or bladder-like bodies, 
outside of the tube proper, very analogous to those found on 
the umbilical cord. 

This affection is by no means an uncommon one, every 
age being liable to it, and it is often the unrecognized cause 
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of ill-health. Since Tait first called the attention of the pro- 
fession to the frequency of the disease, and to the means for its 
cure, many cases have been reported, in which obscure pelvic 
symptoms were cured by the removal of the ovaries and of 
the oviducts—the uterine appendages, as they are called. 

Diagnosts.—This is difficult, because the symptoms are 
those of pelvic peritonitis or of pelvic cellulitis, the disease 
of the oviduct being usually associated with that of the broad 
ligament. In some cases the womb will be found movable, 
with a sausage-like tumor behind it; the diagnosis is then 
easy. Usually, the symptoms are negative, and the diagnosis 
is based upon constant groin-pains and recurring attacks of 
pelvic inflammation. 

Treatment.—\Like hydrocele of Nuck’s canal, hydro-sal- 
pinx occasionally heals spontaneously, but more frequently 
it will need aspiration, together with injections of iodine or 
of carbolic acid. When pus is present, absorption probably 
never takes place, and an operation will be needed. If the 
symptoms are grave enough to warrant an exploratory in- 
cision, and dropsy of the tubes be discovered, both the tube 
and its ovary should be extirpated, for, in the great majority 
of cases, the corresponding ovary will have undergone folli- 
cular or interstitial degeneration. Unless there are very good 
reasons for adopting a different course, both ovaries and tubes 
should also be removed, because the sound ovary, together with 
its tube, is liable to become diseased. The incision should 
always be abdominal, and not larger than to admit two fin- 
gers. The broad ligament is transfixed, between the tube and 
the ovarian ligament, by a double ligature and tied on either 
side. The operation is, in fact, analogous to that of odphorec- 
tomy. When the tubes contain pus, they are liable to become 
adherent to the sigmoid flexure, to the rectum, or to the 
small intestines, making their removal very difficult—some- 
times, indeed, impossible. The separation of such adhesions 
requires the greatest care and delicacy, and if any of the pus 
escapes. into the abdominal cavity, it must be carefully 
washed out, and a drainage-tube put in. 
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CYSTS OF THE TERMINAL VESICLE OF THE OVIDUCT. 


A little bladder-like body, not larger than a pea, is often 
found hanging by a thread-like stalk from one of the fimbrie 
of the oviduct. It is a relic of fetal life, being probably the 
remains of the Wolffian body, and sometimes goes by the- 
name of the hydatid or vesicle of Morgagni. ‘The walls are 
very thin and covered by peritoneum. What réle these vesi- 
cles play in the economy is uncertain, but they have been 
found to undergo cystic degeneration. They rarely attain to 
a size larger than that of an orange, and then either remain 
stationary or else burst. I have met with several examples 
of cysts which, after reaching the above size, did not grow 
any larger. I have also met with one case in which, after 
attaining the bulk of asmall apple, the cyst burst, and imme- 
diately refilled to burst again and again, at intervals of from 
four to six weeks.* ‘The collapse of the sac was attended 
each time by colicky pains, but of no great severity. 

Other small cysts I have met with, which either burst un- © 
der the pressure of the examining finger, or were designedly 
burst by bimanual pressure. These, I am disposed to think, 
were cysts of the terminal vesicle of the oviduct. ‘These 
cysts are of but little surgical importance, as they rarely need 
operative interference. If such should arise, they are to be 
treated by aspiration, and, if this fails, by extirpation. 


SOLID TUMORS OF THE ROUND LIGAMENT. 

These are occasionally met with, and usually on the right 
side. They belong to the connective-tissue group, being 
either myoma, fibroma, or sarcoma. ‘They form at any point 
of the round ligament, and may therefore be either intra-peri- 
toneal, intra-canalicular—that is, in the inguinal canal—or 
extra-peritoneal. The symptoms are those arising from pres: 
sure, and are not at all diagnostic. The only treatment of 
these tumors is their removal, but, as their growth is very 
slow, they are not to be touched unless the symptoms become 
exacting. f 

*“Bursting Cysts of the Abdominal Cavity,’ by Wm. Goodell, Zyan. 
Amer. Gynecol. Soc., 1881, p. 228. 

t Medical Times and Gazette, Dec. 1, 1883. 
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OVARIAN TUMORS. 


The morbid growths of the ovary are conveniently divided 
into the solid and the cystic. 

The solid ones are either benign, under the form of fibro- 
ina, or malignant, being then either carcinoma or sarcoma. 


FIBROID TUMOR OF THE OVARY. 

Fibroid degeneration of the ovary is so rare a form of dis- 
ease, as to be denied by excellent authorities, who contend, 
that all the cases reported under that term were pedunculated 
uterine fibroids, which had so grown around, and so involved 
the corresponding ovary, as to be mistaken for an ovarian 
fibroid. Yet, while such mistakes have undoubtedly been 
made, there can be no question, that ovarian fibroid does occa- 
sionally present itself as a rare form of disease.* Out of 204 
cases of ovariotomy thus far performed by myself, I have met 
with 4 undoubted cases of ovarian fibroid. The tumors 
weighed respectively 2, 3, 4, and 15 pounds, and in each, with 
the exception of the first, abdominal dropsy was the promi- 
nent symptom. All but one of these cases promptly re- 
covered, 

According to Francis Delafield,t ‘‘The structure of a 
fibroid of the ovary resembles that of the ordinary fibroid 
tumors of the uterus; that is, they are composed of connec- 
tive tissue and smooth muscular fibre. ‘The tumor, there- 
fore, is a myo-fibroma. ‘There has been some question, 
whether ovarian tumors ever contain smooth muscle, but the 
‘best authorities now admit that it does sometimes exist in 
such tumors.’ 

Occasionally these tumors arise not from a general hyper- 
trophy of the whole ovary, but from a nodule or a tumor 
growing in and from the stroma of the ovary. Solid ovarian 
fibroids are of slow growth, and they rarely attain a large size. 
When, however, they are of the geode variety, with numer- 
ous cystic cavities, they grow rapidly and may reach enor- 
mous proportions. 


*Brit. Med. Journ., March 18, 1882, p. 384. 
Boston Med. and Surg. Journ., Nov. 17, 1881, p. 461. 
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Diagnosis.—The only other abdominal tumor, for which it 
is very likely to be mistaken, is a pedunculated fibroid tumor 
on the peritoneal surface of the womb, and with our present 
knowledge it seems impossible sometimes to tell them apart. 

When they float about in ascitic fluid, they often give the 
sign of ballottement in a very perfect manner. From carci- 
noma of the ovary they can generally be told by their smooth 
surface. 

Prognosis.—Fibroid tumors of the ovary grow so slowly, 
that, like pedunculated fibroid tumors of the womb, they or- 
dinarily do not attain a very bulky size. When the climac- 
teric is reached, they tend, like the latter, to stop growing 
and to undergo a calcareous degeneration. More often, how- 
ever, they cause by their presence a dropsical effusion of the 
abdominal cavity, which has to be repeatedly drawn off; and 
it is for this reason that they usually have to be extirpated. 
‘They are removed precisely in the same way as an ovarian 
cyst, and the prognosis is equally good, but they are liable to 
have short and broad pedicles, which need to be tied very 
carefully in sections. 


MALIGNANT DISEASES OF THE OVARY. 


These affections are either primary or secondary. When 
secondary, they follow analogous disease of the womb or of 
the pelvic structures. When primary, they appear under 
different forms, as in other portions of the body, being either 
encephaloid, scirrhous, melanotic, or papillary. Colloid can- 
cer of the ovary may be practically excluded, because it is of 
extreme rareness. ‘The term colloid, when applied to ovarian 
cysts, refers more to the gluey consistency of the contained 
fluid, than to the question of malignancy. In my experience, 
the most common form is that of papilloma, which, however, 
like villous growths elsewhere, is not always malignant. I 
have removed papillary cysts and villous growths of the 
ovary, yet the subsequent history of the cases proved that the 
tumors were benign. ‘The only macroscopic distinction be- 
tween the benign and the malignant form, which I have 
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hitherto attempted to make is, that, in the malignant form, 
papillary growths will be found in patches upon adjacent 
structures, or else the womb and the broad ligaments are also 
involved in one cauliflower-like tumor. But Tait observes, 
that he has had two cases of ovariotomy in which he left large 
masses of papilloma, fixing the womb, yet in each case these 
masses wholly disappeared and the patients are both in perfect 
health. * 

There is, however, no question that malignancy lurks in 
many ovarian cystomata, which present to the naked eye an 
innocent appearance. 

The patient recovers promptly from the operation for their 
removal, but dies a few months later from cancer of the peri- 
toneum or of other organs. Every ovariotomist has met with 
such examples. In one of my own cases, in which not the 
slightest sign of malignancy was apparent, the patient wholly 
recovered from the operation. Shortly after her convales- 
cence, an effusion took place in the right pleural cavity. The 
chest was tapped three times before her death, which was due 
to cancer of the liver, and of the broad ligament at the site of 
the ablated ovary. In my first case of ovariotomy, one in 
which the clamp was used,menstruation took place regularly 
for several months from the cicatrix, which within a year be- 
came affected with cancer. Another case died from metasta- 
tic cancer of the liver, nearly two years after a double ovari- 
otomy. Cohn states that one out of every six ovarian tumors 
in Schroeder’s practice proved to be malignant. } 

Both ovaries are usually involved in cysto-carcinoma, and 
this fact should be borne in mind in making a diagnosis. 
From the marvellous changes often produced progressively in 
the epithelial linings of ovarian cysts, by which they are 
transformed into tufts of villous cancer, Tait inclines to the 
opinion that their growth is associated with a tendency to- 
wards malignancy. He and Bantock both believe that tap- 
ping hastens on this degeneration, and that, after an acci- 


* Diseases of the Ovaries, 4th Am. ed., p. 147. 
t American Journal of Obstetrics, April, 1886, p. 398. 
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dental rupture of such a cyst, the peritoneum will be found 
studded with patches of papillary cancer. Hence they argue 
that ovarian cysts should never be tapped, and that they 
should be removed in the earlier stages of their existence, 
before these malignant transformations have taken place. * 

Diagnosis.—Since, as has been shown, this cannot always 
be made out, even by the eye, after the removal of the cysts, 
it follows that, in a large proportion of cases, the malignant 
character of the degeneration cannot be recognized. ‘There 
are, however, certain symptoms pointing to malignancy, 
which will often throw much light. These, in the order of 
their frequency, are— 

(a) The presence of ascitic fluid, or of cedema of the lower 
extremities, when the tumor is too small to produce such 
pressure symptoms. 

(4) General cachexia, rapid emaciation, and grave consti- 
tutional disturbance, out of all proportion to the size of the 
tumor. 

(c) The hardness and solidity of the tumor, coupled with 
a nodulous and irregular surface. 

(2) The concurrent development of two ovarian growths. 

(e) The retraction and burying of the cervix in the vaginal 
vault. 

(7) Pain in stabs, starting from the groin and running 
down the inside of the thigh. But pain is not a trustworthy 
symptom, as it is often absent, especially in cysto-carcinoma, 
and it may be caused by benign growths as well. 

Treatment.—Whenever no doubt exists as to the malig- 
nancy of an ovarian growth, an operation, looking to its 
removal, should not be urged by the physician. On the other 
hand, since a positive diagnosis on this point is rarely attained, 
and since cancer of the ovary tends for a long time to remain 
localized, whenever a suspicion of malignancy exists, ovario- 
tomy should be performed early, before adhesions have been 
contracted with neighboring structures. In such a case I 
should incline to burn off the pedicle in preference to using 
the ligature. 

* Op. cit., p. 148. 
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In those cases, in which, on account of adhesions, no opera- 
tion is justifiable, palliative treatment can alone be resorted 
to. ‘This comprises the removal of the ascitic fluid or of the 
contents of the cyst by the aspirator, whenever the pressure 
becomes uncomfortable. Symptoms should be treated, and, 
that of pain being the most urgent, opium will be needed up 
to the last in increasing doses. 


DERMOID CYST, OR PILIFEROUS CYST OF THE OVARY. 


A dermoid cyst is a congenital tumor, having a wall com- 
posed of elements like true skin, with its appendages of 
hairs, sebaceous glands, etc., and it contains teeth, hair, bone, 
cartilage, muscle, and a cheesy material very like vernix 
caseosa. ‘These cysts are solitary, two never being found in 
the same person, and, further, they are always unilocular. 
They are either external or internal—that is, they affect 
either the surface of the body or else the cavities of the body, 
as ‘‘under the tongue, in the pharynx, cesophagus, cranial 
cavity, peritoneal cavity, lung, ovary, testis, bladder, and 
kidney.’’* No tumors are more curious, and none are more 
puzzling to explain. The theories accounting for their origin 
are very remarkable, and are as follows: (a) Excess of formative 
nisus. (0) Parthenogenesis, or virgin birth; that is to say, im- 
perfect imitation of transmitted fertility—a property peculiar 
to many insects, by which, without any renewal of fertiliza- 
tion, successive generations of procreating individuals start 
from a single ovum. (c) Inclusion of abnormal structures, 
where there is a dipping in of the epiblast to meet the hypo- 
blast during foetal life, and the pinching off of the same. 
(2) Foetus in foetu—viz., the inclusion of an imperfectly devel- 
oped ovum within another which matures perfectly. (¢) Hy- 
pererchesis; which means that ‘‘the ovum has in it the 
origin-buds of certain tissues, which under exceptional hyper- 
erchetic action may go on to the rudimental formation of 
these tissues without a fusion with the male germ.’’} Ac- 


*Elsner, Dublin Journal Medical Science, May, 1882, p. 380. 
{ Diseases of Ovaries, by ly. Tait, 4th ed., p. 177. 
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cording to Elsner, who has written last on this subject, and 
to whom I am indebted for much information, ‘‘dermoids 
occur externally and internally in places where the epiblast 
dips down to meet the hypoblast, and where, by processes of 
grooved involution, new bodies are formed, such being, first 
in order, the testicle and ovary, and that they are therefore 
all (without exception) embryonal in their first structure.’ 

Symptoms.—These congenital tumors begin early in life, 
and usually remain dormant until puberty. ‘Then, the per- 
iodic congestions of menstruation usually stimulate them 
into growth. Sometimes they need the increased vascular- 
ization of pregnancy. ‘They are more liable than ovarian 
cysts to inflammation and suppuration, but they grow much 
more slowly, and very rarely reach the large size of the latter. 
They are also very liable to contract adhesions to every struc- 
ture they touch, making their extirpation very difficult and 
sometimes impossible. Often they create pain out of all pro- 
portion to their size. Occasionally, they break and empty 
their contents, through fistulous communications with the in- 
testines, bladder, or the abdominal wall. But, collapse of 
the usually thick walls of the cyst does not take place, anda 
cure results far less frequently than in pelvic abscesses, which 
empty themselves through analogous channels. The cyst 
ordinarily does not lessen in size; suppuration goes on with 

hectic fever and exhaustion, which finally carry off the 
patient. 

Diagnosts.—Quiescent or slow-growing pelvic tumors, semi- 
solid to the feel, and first discovered at the age of puberty, 
are usually dermoid cysts. Their small size is also an aid to 
diagnosis, for they very rarely reach the bulk of the adult 
head. On several occasions, I have found them in Douglas’s 
pouch, fig-shaped and flattened in their antero-posterior 
diameter. From its attachments to neighboring structures, a 
dermoid cyst is very liable to be mistaken for the cyst of an 
extra-uterine foetation. But the exclusion of the history of 
pregnancy and the slow growth of a dermoid cyst, unless 
suppuration has taken place, ought to distinguish the one 
from the other. 
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Treatment.—While quiescent, the cyst should not be 
touched, as it is very vulnerable and liable to resent the 
slightest injury, even from the slender trocar of the aspirator. 
If suppuration takes place, and the tumor points to the sur- 
face, it should be treated, like any other abscess, by a free 
incision, by the evacuation of its contents, by the introduc- 
tion of a drainage-tube, and by the injection of antiseptic 
solutions. Small cysts lying in Douglas’s pouch can some- 
times be cured by aspiration; at least I have twice succeeded 
in obliterating them in this way. ‘The operation was, how- 
ever, followed by suppuration of the cyst, the abscess burst- 
ing into the vagina. If, after an exploratory incision, an 
abdominal cyst turns out to be dermoid, it should be extir- 
pated. But, if extensive adhesions preclude such an opera- 
tion, the cyst should be opened, evacuated, and thoroughly 
cleansed. The edges of the opening should then be stitched 
to those of the abdominal wound and a drainage-tube put in. 
The after-treatment of such a case will be analogous to that 
of an ovarian cyst under like conditions, to which the reader 
is referred, 


LESSON XXXI. 


CYSTIC TUMORS OF THE OVARY. 


YSTIC degeneration represents by far the most frequent 
disease of ovarian tumors, and as such it demands our 
best attention. It consists, in probably the majority of cases, 
in a dropsical enlargement of one ovisac or of more—viz. ina 
follicular dropsy.* Indeed, as Cazeaux has aptly said, the 
ovisacs, or Graafian follicles, are ovarian cysts in miniature. 
These cysts are divided into three classes, which depend 
wholly upon the number of ovisacs involved. Thus, a single, 
or barren, cyst, containing merely fluid, is called 4 monocyst, 
or unilocular cyst. Such a cyst would be due to the dropsical 
enlargement of but one ovisac. It is extremely rare—so 
much so that its existence is denied. The probability is, that 
a one-chambered sac does not begin as such, but it becomes 
so through the breaking of the walls of other contained cysts. 
A multiple cyst is caused by the simultaneous growth of two 
or more ovisacs, one of which usually takes the lead in 
growth and keeps the others dwarfed. This form of cyst is 
by far the most common. It grows with great rapidity, and 
may reach a weight of over one hundred pounds. I have 
successfully removed one weighing one hundred and twelve 
pounds. A proliferous cyst is a mother-cyst packed with in- 
numerable child-cysts of varying size. ‘These endogenous 
cysts multiply by exogenous and endogenous*growth. The 
proliferous cyst rarely attains to the size of the multiple cyst, 
but surgically it is a solid tumor, because it cannot be 
emptied by tapping, and therefore often needs a long incision 
for its removal. It also usually possesses a very thin wall, 


* Wilson Fox, 7ransactions Royal Medico-Chirurgical Society, June, 1864. 
Harris and Doran, Journal of Anatomy and Physiology, July, 18381. 
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which is liable to be torn during the needful manipulation 
for its removal. Racemose cysts are occasionally met with. 
They consist of a number of isolated cysts of varying size at- 
tached to one common stalk like a bunch of grapes. I have 
met with two such examples. ‘Tait thinks that they are 
‘produced by the retention of the ova in the Graafian folli- 
cles, and the distension of their cavities by a continuous 
secretion of the liquor folliculi.’’ 

The pedicle, or stalk, by which an ovarian cyst is attached 
to the womb consists of the corresponding broad ligament, 
oviduct, ovarian ligament, and vessels. ‘The pedicle is some- 
times long and slender, at other times short and broad. 
There is one form of ovarian cyst which has no proper pedi- 
cle. It grows between the two layers of the broad ligament, 
and tends to develop downward into Douglas’s pouch. It is 
called the intra-ligamentous cyst, and needs careful and 
tedious enucleation for its removal. Sometimes, indeed, ex- 
tirpation is out of the question, and the cyst has to be treated 
by the drainage-tube, as will hereafter be shown. 

The contents of ovarian cysts vary very greatly in color 
and in consistency. In monocysts, the fluid is often limpid 
and colorless. In multiple cysts, the contents are usually 
syrupy, thick, and turbid: Sometimes the color is quite 
dark, as much so as weak coffee. ‘The surface of the fluid, 
after standing, will be covered with a pellicle of cholesterin 
crystals, which sparkle in the sunlight. In proliferous cysts, 
the contents are usually viscid, sometimes as much so as 
jelly, and to this the term colloid is applied. Foulis, who is 
an authority on this subject, states that he has ‘‘never found 
that an ovarian fluid, however long kept, ever deposited a 
precipitate spontaneously. Whereas, very frequently in the 
case of an ascitic fluid, such a spontaneous precipitate ap- 
peared within a period varying from a few hours toa few 
days.’’* Again he observes: ‘‘After ten years of observation 
made on fluids withdrawn by the aspirator, I found that 
ovarian fluids never throw down a precipitate of a fibrinous 


* Edinburgh Medical Journal, July, 1885, p. 76. 
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character. An ovarian fluid was always a pure cellular secre- 
tion. An ascitic fluid was always the result of obstruction to 
the circulation or of inflammatory action in the peritoneum, 
and ascitic fluids, allowed to stand for a short time, nearly 
always showed a precipitate with the character of felted 
material, under the microscope. If they tapped the patient 
and subjected the fluid to this test, two or three days would 
suffice to tell in cases in which there was doubt. ‘The deposit 
in, ovarian fluids showed cellular, not fibrinous, elements 
under the microscope.’’* 

Chemically, the contents are mucous and albuminous, the 
albumen being readily detected by the tests of heat and 
nitric acid. Microscopically, ovarian fluid is found to con- 
tain fat-globules, epithelial, granular, and pus-cells, crystals 
of cholesterin, blood-corpuscles, and compound granular 
cells, also called the inflammatory globules of Gluge. 

Whether ovarian fluid contains a cell or corpuscle peculiar 
to itself, is yet a moot question. Drysdale contends that it 
has a characteristic cell. He describes it as ‘‘as albuminoid 
body containing little fatty particles which give it a granular 
appearance. It resembles in some particulars many other 
granular cells, but can be distinguished from all other cells 
found in the abdominal cavity. . . . The principal test I 
employ is acetic acid. If the cell is ovarian, the acid 
changes it but little, perhaps rendering it only a little more 
transparent. But if it be a white blood-cell, a lymph-corpus- 
cle, or any of those granular cells which resemble them, it 
will nearly always take on a different appearance, the cells 
almost vanishing perhaps, and multiple (2-5) nuclei appear- 
ing, as in the pus-cell. Then, if the cell be suspected to be 
fatty, degenerated, or Gluge’s cell, ether may be added, by 
which the fatty materials will be dissolved and disappear. If 
no fatty degeneration be present, itis sufficient to add acetic 
acid.’’+ Garrigues, on the other hand, contends that the 
ovarian fluid does not contain a characteristic cell. 

* Jbid., June, 1885, p. 1131. 

+ Trans. Amer. Gynecol. Soc., vol. i., p. 195. 

t /bid., vol, vi., Pp. 54. 
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If Iam not mistaken, the opinion of the best microscopists 
of Philadelphia is, that the Drysdale cell, while not character- 
istic of ovarian fluids, is not found in any other fluid in such 
large numbers, and to that extent it is of diagnostic value. 

Causation.—In probably the very great majority of cases 
an ovarian cyst is a dropsy of several ovisacs, but the cause of 
such growths has never yet been ascertained. Fenwick con- 
tends ‘‘that the great predisposing cause of ovarian disease 
is a family tendency to phthisis and that gestation may be 
the exciting cause.’’* To me, in the majority of cases, it 
seems to depend upon some sexual disturbance. 

Very recently, the relation of the sexual condition to dis- 
ease has been made the subject of scientific inquiry. From a 
careful examination of the registrar’s tables for France, M. 
Bertillon shows that marriage, by giving comparative im- 
munity from diseases of the sexual organs, prolongs life in 
both sexes. This statement is confirmed by the statistics of 
ovarian tumor. Of Lee’s 136 cases, 88 were married, 37 
were unmarried, and 11m were widows. Of Sir Spencer 
Wells’s first 500 cases, 260 were married, 221 were unmarried, 
and 19 were widows. Out of 204 completed cases of ovario- 
tomy performed by myself, 121 were married, 61 were single, 
22 were widows. Of the married, 29 weresterile, 13 had one 
child, and 33 had but two children, and several confessed to 
using preventive measures. Out of a total of 840 cases of 
ovarian tumor, there are, then, 371 without husbands to 469 
with husbands. Now, when one considers, how small the 
proportion of single women and of widows, is to married 
women whose husbands are living, the significance of these 
figures goes to show that child-bearing women, and especially 
the prolific ones, are less liable to cystic degeneration of the 
ovaries, and that, unless the cycle of reproduction is com- 
pleted in a woman, she is plainly violating some law of her 
being. 

Symptoms.—There are no symptoms pathognomonic of this 
affection, for they are mainly those of pressure, and therefore 


* Lancet, October 23, 1886, p. 769. 
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belong in common to all fluid collections in the abdominal 
cavity. But, in proportion as the abdomen swells, there is a 
marked emaciation of the extremities. "The limbs waste 
away, the face becomes pinched, the eyes are hollow and 
staring, deep wrinkles and furrows appear on the forehead 
and around the mouth, and the nostrils are wide open. This 
facial expression is termed the facies ovariana. Sometimes, 
when both ovaries are simultaneously affected, hair will grow 
on the chin and on the upper lip. 

The Natural Hirstory.—The natural course of an ovarian 
cyst is to grow rapidly, and, in about two years from the time 
of its discovery, to destroy life by exhaustion, through the em- 
barrassing pressure which it makes upon the organs of respi- 
ration, of circulation, and of nutrition. Malignant cysts grow 
more rapidly than the benign, while the latter will, on the 
other hand, occasionally remain for years in a state of quies- 
cence. I have kept stationary cysts under observation for 
ten years, and others have been reported which lasted twenty 
years without change. 

As a cyst develops, it is very likely to contract adhesions to 
the organs with which it lies in contact. ‘The most common 
adhesion is that to the omentum. Next to this is adhesion 
to the abdominal walls. ‘Then will happen more rarely, ad- 
hesions to the bowels, womb, bladder, pelvis, liver, and 
stomach. A loop of intestine will sometimes be found fast- 
ened to the front wall of the cyst, but Be 8) the bowels lie 
packed behind the tumor. 

Rupture of the cyst sometimes takes place, either sponta- 
neously, through over-distention, or through violence, as a 
kick, a rude fall, or from being run over bya carriage. This 
accident, if the fluid happens to be bland, may be followed 
by a cure; but more often a violent peritonitis sets in, which 
carries the patient off in a few hours. From a study of 257 
cases, Aronson * rates the fataility at 41 per cent.; but, with- 
out question, the very great majority of cases of bursting cysts 
of the abdomen, in which this accident was followed by a 


* American Journal of Obstetrics, Nov., 1883, p. 1210. 
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cure, were cysts of the parovarium, which, being thin-walled, 
are likely to burst, and which contain a bland, unirritating 
fluid. Bursting of the sac can be recognized by more or by 
less collapse and pain, by the disappearance of the cyst, and 
by the lessened size of the abdomen. If the patient does not 
at once succumb, excessive diuresis usually occurs. 

It happens occasionally that the inner cyst-wall inflames, 
either spontaneously or in consequence of being tapped care- 
lessly or from other injury. Suppuration then takes place, the 
contained fluid becomes fetid, and offensive gases are gener- 
ated, which give a tympanitic sound on percussion. ‘There 
will be creeping chills, a red tongue, night-sweats, a frequent 
pulse, a general rise in the temperature with evening exacer- 
bations: in one word, all the well-known symptoms of blood- 
poisoning will be present in a greater or less degree. Unless 
the cyst be at once removed the woman will speedily die. 

Ulceration of the cyst, with perforation of its wall, may 
also occur. The decomposing contents will then be dis- 
charged, either into the peritoneal cavity, or into any viscus 
to which the cyst may have contracted adhesions. In this 
way, the purulent contents of an ovarian cyst have been dis- 
charged through the bowels, the bladder, the vagina, and 
even into the womb through the oviducts. 

Hemorrhage within the sac is an occasional accident. 
When it takes place, the tumor rapidly enlarges, great ob- 
dominal pain is caused by this sudden stretching, the com- 
plexion grows pale, the features become pinched; there will 
be collapse and all the symptoms of internal hemorrhage. If 
the bleeding does not stop, the patient will die in a few 
hours. On the other hand, if she survives the immediate 
danger, she is liable to succumb later to septicaemia, which 
arises from the Gecomposition of the now bloody fluid. ‘The 
immediate removal of the cyst gives the woman, then, her 
sole chance of life. 

Twisting of the pedicle of an ovarian tumor, by axial rota- 
tion, is another serious complication, which leads to its stran- 
gulation and gangrene, with consequent fatal peritonitis. 
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The chief factors of this accident are, probably, the filling 
and emptying of the bladder and rectum, which may rotate 
an unadherent cyst with a long stalk. The symptoms of 
axial rotation, as carefully noted by Tait* and Atronson,} are 
sudden accession of severe abdominal pain and tanderness, 2 
rapid increase in size, and incessant vomiting,—-the matter 
thrown up soon becoming green. ‘The pulse rises, but the 
temperature is not always affected, and rigors are absent. 
Such a train of symptoms should lead at once to the abdom- 
inal section. 

Diagnosis.—The diagnosis of ovarian cysts is often beset 
with so many difficulties, that very humiliating blunders have 
been made by the best surgeons of the day. Ljizars, of Edin- 
burgh, performed laparotomy on a woman, in order to remove 
a suspected ovarian cyst, and found nothing but fat. Others 
have done the same thing, and to their dismay have discov- 
ered merely an accumulation of wind in the intestines. The 
great Diffenbach once opened the belly of a woman, for sup- 
posed extra-uterine pregnancy, and found neither fat nor 
wind—not even, indeed, a trace of a tumor. Once an enor- 
mously distended bag of waters broke, just as a deservedly 
eminent British surgeon had rolled up his sleeves, and was 
about to wheel his patient into an amphitheatre, crowded 
with spectators to witness an ovariotomy. A surgeon of 
whom Great Britain can well be proud, once drove his trocar 
- into the shoulder of a foetus, under the idea that he was tap- 
ping one of these cysts. These facts show the importance 
of knowing how to make an examination for a suspected 
ovarian cyst, and how to distinguish such a cyst from other 
tumors and other fluid collections in the abdominal cavity. 

The usual history of an ovarian cyst is—a tumor first dis- 
covered in one groin, rapidly enlarging, without tenderness 
or soreness, giving no inconvenience save from its bulk. 
The general health remains good until the tumor begins 
to distend the abdomen; then, emaciation takes place, the 


~ * London Obstet. Ti vans., vol. xxii., p. 97. 
t American Journal of Obstet., Nov., 1883, p. 1211. 
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strength becomes impaired, and the features begin to assume 
that pinched expression described on a preceding page as the 
facies ovariana. By inspection and palpation, there will be 
found an elastic, but somewhat irregular tumor, yielding the 
sense of fluctuation. By percussion, a dull sound will be 
elicited at every point, except in the flanks, which are more 
or less resonant. If the contents of the tumor are colloid, or 
the tumor is thick-walled or very tense, the sense of fluctua- 
tion may be either obscure or be wanting. Sometimes a feel- 
ing like that of fluctuation, is conveyed by a fat-laden wall of 
the abdomen. ‘To muffle this fat-thrill, the ulnar edge of the 
hand of an assistant is laid along the linea alba, while the 
surgeon percusses the abdomen. ‘The pressure thus exerted, 
acts precisely like the damper-wedge of the piano-tuner, 
which muffles the sound of one string while its fellow is being 
tuned. By these means fluctuation can be detected, and the 
diagnosis of a collection of fluid unhesitatingly made out. 
Crepitus, or crackling, is often felt and heard directly under 
the abdominal wall. It is due to the friction of two rough 
or inflamed surfaces, which are free, but it usually means ad- 
hesions elsewhere. 

By the amount of solid and fluid portions of a cyst, a correct 
diagnosis can often be made out, whether it is simple or mul- 
tiple, compound or proliferous; but, this is a matter of com- 
paratively little practical importance, because, when once a 
growing tumor has been ascertained to be ovarian, its removal 
must follow as a matter of course. 

There are, however, certain enlargements or tumors of the 
abdomen, which are very liable to be mistaken for an ovarian 
cyst, and to these, in the order of their frequency, we shall 
call attention. 

Ascites.—When the fluid is not encysted, but free, as in 
ascites, it is at liberty to go to the most dependent portions 
of the body. Hence, changes in the posture of the woman 
will make corresponding changes in the level of the fluid. 
These level-changes are made evident by percussion. When 
the woman lies on her back, the intestines float up to the sur- 
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face, and the fluid gravitates to the flanks, making them 
bulge. In other words, percussion in the dorsal position, 
elicits a clear note in the umbilical region, and a dull note in 
each flank. In this posture, the front surface of the abdomen 
is symmetrical and somewhat flattened. But when the woman 
sits up the belly becomes convex. Further, ascitic fluid is 
displaceable by pressure on the abdomen. But, even these 
signs are not always trustworthy, because the intestines, 
glued down by adhesions, may not float up, and there will be 
dulness over the front of the abdomen, ora distended colon 
may make each flank resonant. For instance, I have known 
a papillary cancer of the omentum, attended with dropsy of 
the abdominal cavity, to give such signs of ovarian cyst as 
dulness in front and resonance in the flanks. When the 
fluid is ascitic, the floating, or false ribs, are not pushed out- 
ward; nor are the bowels crowded up under them and in 
front of the liver, as happens when a large cyst is present. 
The womb is usually low down and movable; there will also 
be more or less of bulging in Douglas’s pouch. 

On the other hand, in an ovarian cyst, the womb is usually 
not very movable, and it is displaced to one side, generally 
behind the cyst. While the woman lies on her back, the 
front surface of the abdomen is convex and unchanged in 
form. ‘The floating ribs bulge out, making the chest coni- 
cal. There will also be dulness in the front wall over the 
tumor, but usually more or less resonance in the flanks and 
over the region of the stomach: this clearness on percussion 
has been aptly termed ‘‘coronal resonance.’’? ‘These areas of 
dulness and of resonance remain constant, whatever the pos- 
ture of the woman. Yet, in suppurating cysts, or after a 
careless tapping, or in cysts communicating with the intestine, 
the sac may contain gas, which will give a tympanitic sound 
over all the elevated portions of the abdominal surface. 

It must, however, be borne in mind that ascites may exist 
concurrently with an ovarian cyst, especially if the tumor 
be malignant in character. It is sometimes owing either to 
the bursting of a papillary cyst; or to papillary growths on 
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the surface of the cyst; or toa papillary protrusion through 
the hole made by the trocar. This can usually be detected 
by deep palpation, when the cyst will be reached and recog- 
nized by the fingers; or, by pressing lightly and then more 
firmly during percussion, an upper and a lower stratum of 
fluctuation will be detected. 

Pregnancy.—The question of pregnancy is a very serious 
one, for it is sometimes a most difficult one to decide, especi- 
ally when dropsy of the amnion (hydramnios) exists. In 
making a diagnosis, nothing must be taken for granted, not 
even the woman’s statement. She may be mistaken, or, in- 
deed, she may be wilfully deceiving, in the hope of having a 
cheap abortion induced by the examination. She may be 
pregnant and yet menstruate. On the other hand, an ovarian 
tumor will sometimes arrest menstruation. A healthy, ruddy 
complexion, coéxistent with abdominal enlargement, should 
always excite a suspicion of pregnancy. ‘There is sometimes 
a jaded look in pregnancy—the faces uterina—but never the 
facies ovariana. 

The various signs of pregnancy should be searched for, 
especially ballottement and the fcetal heart-sounds. The 
cervical region should be most carefully examined per 
vaginam. A good broad rule to remember is, that when the 
womb is gravid the cervix is as soft as one’s lips; when it is 
empty the cervix is as hard as the tip of one’s nose. In all 
doubtful cases, any operation should be postponed until time 
has revealed the true condition of things. Of course the in- 
troduction of the sound would settle the question of preg- 
nancy, but, this procedure is not to be thought of, when any 
doubt exists, and it is therefore useless as a diagnostic agent. 
An ovarian tumor may coéxist with pregnancy, and may have 
to be tapped or be extirpated before the delivery of the woman. 
The history of the case, the unusual size of the abdomen, the 
sulcus between the two tumors, will generally reveal the con- 
dition. 

Fibroid Tumors of the Womb.—These tumors often reach a 
very large size, and, if of the soft variety, give an obscure 
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sense of fluctuation, which so closely resembles that of a col- 
loid ovarian cyst or of a tense thick-walled cyst, as to make 
the differential diagnosis very puzzling. ‘The hard myoma 
gives no sense of fluctuation, but, on the other hand, if pedun- 
culated it can be very readily taken fora solid ovarian tumor. 
A fibroid tumor of the womb can very generally be told by 
the history of menorrhagia, by its slow growth, by the 
uterine souffles and colics, by the effacement of the cervix, 
aud by the tumor being felt to be continuous with the cervix 
and inseparable from the womb. ‘Then, again, women 
burdened with a fibroid tumor, so far from losing flesh, usually 
become more fat, and their complexion, like that of many 
pregnant women, is mottled with patches of brown pigment. 
Further, the uterine cavity is usually much longer than 
natural, and, when the tumor is moved from side to side, the 
motion is communicated to the sound passed within the 
cavity. But every rule has its exceptions, for, when an 
ovarian cyst has a close attachment to the womb, the latter 
may become elongated and also follow the movements com- 
municated to the tumor. ; 

The positive diagnosis between an ovarian cyst and a 
fibro-cystic tumor of the womb is impossible, but fortunately 
the latter disease is exceedingly rare. ‘The existence of the 
latter may be inferred, if the woman’s face has a jaded ap- 
pearance and is disfigured by brown patches—the /aczes 
wterina—if the growth of the tumor has been very slow, and 
if the womb is implicated with it. After tapping there will 
be a partial collapse of the tumor, and the fluid withdrawn is 
usually bloody, and it coagulates on being cooled. After an 
exploratory incision, the tumor presents to the eye a dark-blue 
and vascular capsule covered with interlacing fibrous bands. 

Renal Cysts.—Cysts of the kidney are very commonly mis- 
taken for ovarian cysts. I have made this mistake, and it 
was not until after breaking up adhesions and emptying the 
cyst that I discovered the character of the tumor. It was suc- 
cessfully removed. Renal cysts start from below the float- 
ing ribs and extend downward and forward, while an ovarian 
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cyst begins from below and grows upward. ‘The former, be- 
ing generally caused by impaction of a calculus in the ureter, 
are usually associated with urinary disturbances. ‘They also 
push the intestines before them, which give a resonant sound 
on percussion, while the contrary holds good with an ovarian 
cyst. Since the transverse colon lies between the cyst and 
the liver, the line of resonance caused by it will show that 
the cyst is not hepatic. The fluid withdrawn from a renal 
cyst contains urea and the other constituents of urine, but the 
urinous odor will be either very faint, or, as in my case, 
wholly absent. It may as well be stated here, that when 
renal cysts present great difficulties in the way of their re- 
moval, they had better be treated by a large drainage-tube. 

A floating kidney may be mistaken for a small ovarian 
tumor. But the latter has a pelvic attachment and can 
readily be pushed down into the basin, while the former is 
kept from being pushed very low downward by an upper at- 
tachment. Again, the floating kidney usually keeps its pecu- 
liar shape, and it is frequently lost, by slipping from under 
the fingers into its natural bed in the flank. 

Spina Bifida.—Strange as it may seem, this spinal cyst, 
when internal on account of a deficiency in the anterior 
parietes of the lower vertebree, has been mistaken for an 
ovarian or a parovarian cyst. "T'wo such errors of diagnosis 
were made by two distinguished gynecologists.* In each, the 
sac was emptied by the aspirator, and the patient perished 
shortly afterward with the same kind of cerebral symptoms, 
as that which follows the sudden withdrawal of the fluid 
from the cavity of an external spina bifida. 

Phantom Tumors.—In the diagnosis of an ovarian cyst, one 
must be on guard not to mistake for it a phantom tumor. In 
this imaginary kind of tumor, which hysterical women have 
the knack of creating, the whole belly will be uniformly dis- 
tended to the size of a gravid womb at term. This is caused 
partly by flatus and fat, and partly by the arching forward 
of the spinal column, with the recti muscles drawn so tense 
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that they cannot be indented. I have frequently had patients, 
with this kind of abdominal enlargement, sent to me from a 
distance, under the impression that it was due to some kind 
of tumor. But the diagnosis is easily made from the uniform 
resonance all over the belly; if, moreover, the patient’s atten- 
tion be engaged by conversation, the rigidity of the recti 
muscles disappears, the abdomen becomes flaccid, and the 
hand can be made to sink in so as to feel the spine. In very 
nervous women it may be needful to administer an anzs- 
thetic, when all the tokens of a tumor will promptly disap- 
pear. 

Obesity.—A large accummulation of fat in the abdominal 
wall and in the omentum, has frequently given rise to the 
suspicion of the existence of an ovarian cyst. This condition 
occurs, usually, at the climacteric, and on percussion the 
vibratile thrill of the fat-laden wall of the abdomen conveys 
a very misleading impression of fluctuation. Further, to add 
to the difficulty, if the layer of fat be a very thick one, the 
abdomen, instead of being resonant on percussion, yields a 
dull note. But, in obesity, the fat is not limited to the abdo- 
men, for the breasts, face, and limbs partake of the general 
enlargement. The abdominal wall hangs in folds when the 
sitting posture is assumed, and the umbilicus is indented and 
not protuberant. My own method of making the diagnosis, 
is to grasp the abdominal wall with both hands and ascertain 
the amount of fat. When this amount is excluded, there will 
not be found room enough behind it for a tumor of any size, 
and the enlargement will thus be satisfactorily accounted for. 

A dilated stomach, cystic tumors of the omentum, and en- 
cysted abscesses of the peritoneal cavity, and, indeed, of the 
abdominal wall, have been mistaken for ovarian tumors; but 
these are very exceptional cases. In all doubtful cases an 
exploratory incision should be resorted to. 


SURGICAL TREATMENT OF OVARIAN CYSTS. 


In the consideration of this subject it may be divided into 
the palliative treatment and the radical treatment. 
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Palliative Treatment.—Tapping, either by the trocar or by 
the aspirator, comprises the only palliative treatment of ova- 
rian cysts; yet, as a broad rule with but few exceptions, an 
ovarian cyst should not be tapped. The objections to this 
operation are—that, slight as it may seem, it is by no means 
devoid of danger. Even when the smallest hollow needle of 
the aspirator has been used, inflammation of the cyst may fol- 
low, which will compel the immediate resort to ovariotomy, 
and very greatly compromise the success of this radical opera- 
tion.* ‘This has repeatedly happened—once in one of my 
own cases, in which, however, the removal of the cyst saved 
my patient’s life. Further, the fluid of a polycyst is usually 
acrid—so much so sometimes as to irritate the hands of the 
operator—and the escape of a few drops into the cavity of the 
peritoneum may set up a violent and rapidly fatal peritonitis. 
Then again, a fatal hemorrhage may take place from some 
wounded vessel, either in the cyst-wall, or in the adherent 
omentum, or in the vascular pedicle which may lie spread 
out in front of the cyst-wall, or indeed in the abdominal wall 
itself, for the vessels here are often varicose from impeded 
circulation. In the fourth place, adhesions are very likely 
to form after tapping. Fifthly, innumerable child-cysts, 
which were very small before the tapping, being now re- 
lieved from pressure, are liable to take on rapid growth and 
make the tumor more solid; and the more solid the cyst, the 
longer the incision needed for its removal. Sixthly, in poly- 
cysts not only are the dangers attending the operation en- 
hanced, but the cysts rapidly refill, and the woman becomes 
exhausted by the drain on her system. At the very best, 2 
per cent. of cases of tapping in polycysts are fatal, even when 
performed by the most skilled specialists. Seventhly, a cyst 
once tapped rapidly refills, and soon needs repetitions of the 
operation. ‘This drain on the system quickly tells upon the 
woman, and she is sometimes left too weak to have the radi- 
cal operation performed. ‘The first tapping, indeed, greatly 
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hastens on this crisis, and it should therefore be put off as 
long as possible. Eighthly, a cyst emptied by tapping tends 
to rotate on its axis, and torsion of the pedicle may result, 
ending in gangrene and peritonitis. Ninthly, repeated tap- 
pings tend to convert benign papillary growths into malig- 
nant. ‘Tenthly, the danger of subsequent infection of the 
peritoneum, by a palpillomatous or a colloid protrusion 
through the cyst puncture, or by the escape into the abdomi- 
nal cavity of malignant germs.* Finally, Lawson ‘Taitt 
draws attention to the fact that ‘‘repeated tappings deprive 
the blood of some element or elements included in the infinite 
variety of albuminous substances found in ovarian cysts, the 
deficiency of which predisposes to coagulation of blood.” 
Hence after the removal of the cyst, deaths have been ‘‘due 
to the formation of a firm white clot which started from the 
point of ligature of the pedicle, and slowly traversed the 
venous system until it reached the heart, death ensuing in 
from thirty to forty hours after the operation. ‘Thesymptoms 
which precede death are swelling of the legs, rapid rise of the 
pulse, and its disappearance from the extremities some time 
before death, and breathlessness, ending in suffocation and 
slight delirium.’? He has met with several such cases of 
venous thrombosis starting from the pedicle, and they all 
occurred in patients who had been previously tapped. 

There are, however, cases in which tapping cannot be dis- 
pensed with; for instance— 

1. Many women with ovarian tumors, having heard of 
cases of abdominal effusion or of abdominal cyst in which 
tapping was followed bya cure, will not submit to the radical 
operation, until repeated tappings have proved to them the 
futility of the trocar. 

2. Cysts of the parovarium and of the broad ligament, be- 
ing often cured by the use of the trocar, it is proper to try the 
effect of one tapping in slow-growing, unilocular, thinned- 
walled, and flaccid cysts, which thus exhibit the chief char- 
acteristics of these extra-ovarian cysts. 

" * Medical News, January 29, 1887. 
t+ Midland Medical Society, Lancet, Feb. 18, 1882. 
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3. When an ovarian cyst develops during the later months 
of pregnancy, it will often be best to resort to tapping, in 
order to relieve the woman from the pressure of two growing 
organs and enable her to go to full term. Sometimes labor 
is made impossible by the presence of a cyst, which will then 
have to be emptied. 

4. In very large tumors, which by pea interfere with 
the functions of the idduens, the heart, and the lungs, thereby 
causing albuminuria, oedema, or dyspncea, tapping is a useful 
prelude to ovariotomy. By the relief from pressure afforded 
to these organs, not only will the liability to shock be les- 
sened, but also to hemorrhage, for vessels previously varicose 
will now contract to their natural calibre. 

5. In cases of doubtful diagnosis, or in those in which from 
malignancy, from formidable adhesions, or from other cir- 
cumstances the radical operation is deemed impracticable, 
tapping in the first case may clear up the diagnosis, and in 
the latter ones will prolong the patient’s life. But, it must 
always be borne in mind, that in a few weeks the fluid will 
reaccumulate, and the operation will have to be repeated, 
rapidly exhausting the patient by the drain on her system. 
It is well, therefore, to put off the first tapping as long as 
possible. 

Tapping may be performed through the abdominal wall, 
through the vagina, or through the rectum, but, for reasons 
which will presently be given, the first mode is decidedly the 
best. 

Tapping through the Abdominal Wall.—For this operation 
either the aspirator may be used, or else a trocar. One of the 
best has an elbow for a rubber tube attachment (Fig. 99). 
Of the two, I should prefer the former. In aspiration, after 
the bladder has been emptied, the woman lies on her back 
close to the side of the bedstead, with her abdomen exposed. 
The preferable site of puncture is in the linea alba midway 
between the navel and the symphysis pubis; that is to say, at 
a point where the tissues, being tendinous, are most free 
from blood-vessels, and where the omentum is most out of 


TAPPING OVARIAN TUMORS. 443 


the way. But, if at this point the tumor feels solid, or an 
underlying knuckle of intestine is discovered by percussion, 
or the vessels look varicose, any other place in the abdominal 
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wall may be selected where fluctuation is most manifest, pro- 
vided it lies below the level of the navel. The reason for 
choosing a low site for the puncture is, that if the hollow 
needle be plunged in at any point above the navel, it will slip 
out of the cyst, as the latter collapses, before the fluid is wholly 
evacuated. The skin is now thoroughly cleansed with soap 
and water, and washed with a 5 per cent. solution of carbolic 
acid. ‘The painful part of the operation being the penetra- 
tion of the skin, the selected place for puncture should either 
be frozen with the ether spray or be benumbed by a lump of 
ice dipped into some table-salt. After the aspirator-jar has 
been exhausted of air, the hollow needle, or canula, armed 
with its stilette, is lubricated with carbolated oil or vaseline, 
and rapidly plunged deeply into the cyst. Should the cyst 
not wholly collapse, the canula has probably become ob- 
structed, and it should be cleared out by one of the blunt 
stilettes, which are made of different sizes to fit the different 
canulas. Sometimes the flaccid walls of the sac, as it becomes 
empty, are sucked up into the end of the canula, and the flow 
of fluid is suddenly arrested. This accident is recognized by 
a peculiar valve-like vibration communicated to the instru- 
ment, and is overcome by raising up the end of the canula or 
by directing it to another part of the cyst. Should, on the 
other hand, other cysts present themselves, they can be 
emptied without withdrawing the canula, by reintroducing 
the stilette, and by directing its point to each cyst in succes- 
sion. When the fluid ceases to flow, the forefinger and 
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thumb firmly compress the fold of the abdominal wall behind 
the canula, as it is withdrawn; so as to avoid the entrance of 
air, and the small puncture is covered by a piece of adhesive 
plaster. A pad of cotton wool is now laid over the scaphoid 
abdomen and a flannel binder applied. ‘These afford a grate- 
ful feeling of support, and take away that sense of goneness 
which is likely to occur. ‘To avoid all risks of inflammation, 
the patient must keep her bed for three or four days and eat 
sparingly. 

When a large trocar is used, the operation should be per- 
formed with every antiseptic precaution. ‘The skin should 
be previously incised with a lancet, and, lest air should be 
sucked up into the sac, the free end of the rubber tubing 
should touch the bottom of the bucket, so as to be always 
immersed in the escaping fluid. ‘This rubber tubing acts 
as a siphon with great suction power, and the cyst is more 
rapidly emptied by a trocar than by the aspirator. Yet, I 
cannot help believing, that the latter by its small size is by 
far the safer instrument, and I always use it when a simple 
tapping is aimed at. Should any stubborn bleeding follow 
the removal of the canula, a hare-lip pin may be passed 
across the wound, deeply enough to get below the wounded 
vessel, and compression made by a turn or two of silk liga- 
ture around the pin. ‘The same means are to be adopted 
to stop the oozing of fluid, which sometimes takes place, 
when a cyst with colloid contents cannot be wholly emptied 
by the trocar. For it is highly prudent under such circum- 
stances to stop the oozing, as somie of the fluid is sure to 
get into the cavity of the peritoneum, with very generally 
fatal effects. In such a case the pin ought to include the lips 
of the wound in the cyst. /’To avoid, as much as possible, the 
escape of irritating ovarian fluid into the cavity of the abdo- 
men, the cyst when tapped should always, if possible, be 
wholly emptied. This is a rule without anexception. It is, 
therefore, very bad practice to remove, even with the hypo- 
dermic syringe, a few drops of the fluid for microscopic ex- 
amination. Several cases of death from this cause have been 
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reported.* I lay stress on this point because in the former 
editions of my Lessons in Gynecology I advocated this repre- 
hensible practice. 

Tapping Through the Vagina.—This operation is some- 
times a very tempting one to perform, when one of the cysts 
of a polycyst is pressing downward behind the bladder and 
causing dysuria. But it is by no means so safe as the supra- 
pubic mode of tapping. ‘The reasons for this are—(a) The 
vessels are larger and lie closer together in the lower wall of 
the cyst near the stalk; (4) in a polycyst, the larger cysts, 
growing where they have most room, usually develop in the 
abdominal cavity, while the more solid portion remains be- 
low in the pelvic region; (c) other organs, such as the bladder, 
womb, and rectum, are liable to become dislocated and lie in 
the track of the trocar; (@) the roof of the vagina responds to 
every respiratory movement of the diaphragm, and a cyst 
low down is not, from pelvic adhesions, so likely to collapse 
when tapped, as one higher up; hence the cyst is liable to act 
as a pair of bellows, sucking in air and forcing it out. This ine- 
vitably causes suppurative inflammation, with all its attend- 
ant evils. For these reasons, this mode of tapping is never 
resorted to, except in cases of pelvic adhesion, or in those in 
which the cyst starts from the lower side of the broad liga- 
ment and grows downward. Even then, it is done only to 
relieve the distress caused by the double pressure upon bladder 
and rectum. In such cases'the aspirator should be used, as it 
lessens all the risks. Should suppurative inflammation set 
in, the sac must be again emptied, the wound kept open by a 
drainage-tube, and the cavity thoroughly cleansed by daily 
injections of antiseptic fluids. 

Tapping through the rectum has long ago been abandoned 
by the profession, as it ought to be, except in some very rare 
cases of atresia vagine. It was at one time supposed to pos- 
sess advantages over the vaginal method, because the subse- 
quent offensive discharges could be retained at will like the 
other contents of the bowel. But the cavity of the sac always 
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became distended with fecal gas, and fatal septicaemia was 
pretty sure to set in. 

Radical Treatment.—Tapping, followed by the injection 
of iodine into these cysts, has sometimes been rewarded with 
a cure, and at one time this mode of treatment had very 
warm advocates. After the cyst is wholly emptied by aspi- 
ration, the action of the instrument is reversed, and from two 
to ten ounces of the officinal tincture of iodine are thrown 
in. ‘The tincture is used of full strength, because the resi- 
dual fluid in the cyst will be enough to dilute it. The cyst- 
wall is next kneaded, and the patient made to turn from side 
to side and from back to chest, so that the tincture may come 
in contact with every portion of the secreting surface of the 
cyst. The fluid is then pumped out, but all cannot be brought 
away; enough usually remains behind to produce some slight 
constitutional disturbance. While the canula is being with- 
drawn, in order to prevent the escape of any of the irritating 
injection into the abdominal cavity, the thumb and forefinger 
are made to grasp the fold of abdominal wall at the puncture- 
site, and to press it firmly down on to the collapsed cyst-wall. 
Good and lasting cures have followed such a treatment; but, 
since they can happen only in monocysts, which are almost 
always parovarian, and not ovarian, it is probable that the 
mere emptying of the cyst would have done as much. In 
polycysts, such a treatment is not to be thought of, for it 
would be attended with far more hazard than even the opera- 
tion of ovariotomy. At the present day, injections of iodine 
are practiced only by physicians who do not operate; ovari- 
otomists never resort to them. 

Tapping, followed by enlarging the wound in the cyst, 
stitching its edges to those of the abdominal wound, and per- 
manently keeping it open by tents or by a large drainage- 
tube, has frequently been attended with success. But, since 
extensive and prolonged suppuration must inevitably ensue, 
this operation has proved to be a far more dangerous one than 
that of ovariotomy. It should, therefore, not be resorted to, 
excepting in cases of cysts which are too adherent to be re- 
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moved. The after-treatment consists in treating the case 
precisely as if it were an abscess. The cyst is kept empty by 
draining, and sweet by such deodorizing agents as solutions 
of iodine, carbolic acid, potassium permanganate, and the 
liquor sodz chlorate.’ I had one such case, a patient of Dr. 
C. A. Currie, in which the cyst was wholly adherent to all 
the pelvic organs and structures, and had, besides, a commu- 
nication with the bladder. Not daring, under such circum- 
stances, to remove it, I treated it successfully by incision, 
drainage, and disinfecting injections; but it was a long time 
before the drainage-tube could be removed and the woman 
be released from her bed. Cases, indeed, have occurred, in 
which six months elapsed before the drainage-tube could be 
taken out and the woman pronounced well. 

Another exception in favor of this operation may be made, 
in the case of small cysts growing downward and bulging 
out the hind wall of the vagina. It may then be advisable 
to follow Noeggerath’s plan. He snips open the vagina 
transversely behind the cervix to the length of one inch, and 
makes a corresponding incision in the cyst-wall. The edges 
of the two incisions are then stitched together and a drain- 
age-tube putin. Thus, the cyst is left with a free and per- 
manent opening into the vagina, through which such anti- 
septic solutions as have been noted above are thrown up. In 
time the collapsed cyst-walls adhere to one another and cease 
to secrete. 

Electrolysis has of late also been lauded as a sure and harm- 
less remedy for these cysts. Buta careful examination of the 
subject made by Mundé shows that this agent has been greatly 
overrated as a specific, and that it ‘‘can in no wise supplant 
ovariotomy.’’* 

Rupture of ovarian cysts has occasionally taken place, 
either through over-distension, or through such violence as a 
rude fall or an upset from a carriage. This accident, if the 
tumor were a monocyst, or if the fluid happened to be bland, 
sometimes ended in a lasting cure. The hint was not thrown 


* Transactions American Gynecological Society vol. ii, p- 435- 


448 CYSTIC TUMORS OF THE OVARY, 


away, and several surgeons cut circular openings into the 
cyst, in order to establish a permanent communication with 
it and the abdominal cavity. But this practice was soon 
given up, because it was found, that the intrusion of ovarian 
fluid into the serous cavity usually set up a violent and rap- 
idly fatal peritonitis. For such an accident, when followed 
by inflammation, there is but one remedy—the immediate 
removal of the cyst by ovariotomy. Desperate as this remedy 
seems, it has repeatedly been followed by success. The only 
cyst in which it might be held warrantable to establish a 
communication with the abdominal cavity, is that of the 
parovariuin recurring after repeated tappings, and so bound 
down by adhesions or so covered by the broad ligament as to 
be irremovable. ‘The fluid it contains is so limpid and bland 
as not ordinarily to inflame the peritoneum. 


LESSON XXXII. 


OVARIOTOMY. 


HE term ovariotomy comes from éépwr, ovary, and rovf, an 

incision. It is a barbarous compound of Latin and 
Greek, which is forced into meaning, the operation for the 
extirpation of an ovary on account of some disease of its own 
structures that causes it to increase in bulk. A fibroid or 
a sarcomatous degeneration of this organ, as has been shown, 
will sometimes happen, but cystic degeneration is by far the 
most common form of disease to which the ovary is liable. 
When both ovaries are enlarged and removed, the operation 
is called double ovariotomy. ‘The terms ovariotomy and 
oophorectomy (dé¢opov and éxréuro, to cut out the ovary) really 
mean the same thing, the latter word, indeed, being the more 
appropriate. But, by modern usage, the former is limited 
to the operation for the removal of an ovary greatly enlarged 
by some intrinsic disorder. By odphorectomy is now meant, 
the operation for the removal of diseased ovaries which are 
not very large, or of both ovaries for the purpose of bringing 
on the menopause, and thus curing diseases kept up or caused 
by the functional existence of those organs, while the ovaries 
themselves may or may not be diseased. 

Before the eighteenth century, the operation of ovariotomy 
as a radical cure had been suggested by a number of phy- 
sicians, but had never been put into practice. Later, John 
Hunter and John Bell both advocated the operation, but 
neither ventured to perform it. ‘This honor was reserved for 
Ephraim McDowell, a Virginian practising in Kentucky, 
who had attended Bell’s course of lectures delivered in Edin- 
burgh in 1794, and had imbibed the opinions of his teacher, 
He returned to Kentucky in 1795, and began at once to prac- 


29 (449) 


450 OVARIOTOMY, 


tise his profession, but it was not until 1809 that he first met 
with the opportunity for performing ovariotomy. The opera- 
tion was successful, his patient having lived thirty-two years 
longer, and having died at the end of her seventy-eighth 
year. Before his own death, which occurred June 25, 1830, 
in the fifty-ninth year of his age, McDowell had performed 
13 Ovariotomies, with 8 recoveries. 

In spite of McDowell’s success, and in spite of a large and 
growing percentage of recoveries reported by Atlee, Clay, and 
Spencer Wells, this operation was condemned so violently by 
the profession that its advocates were fairly ostracised, and 
twenty years have hardly elapsed, since it has been put upon 
as firm a basis as any other capital operation in surgery. ‘‘In 
1843, Diffenbach, the boldest of all surgeons then living, 
wrote that ovariotomy was murder, and that every one who 
performed it should be put into the dock. Now,’’ writes 
Nussbaum, ‘‘we save lives with it by the hundred, and the 
omission of its performance, in a proper case, would in these 
days be looked upon as culpable negligence.” 

The most common causes of death after ovariotomy are 
septicemia or septic peritonitis, traumatic or frank peri- 
tonitis, shock, exhaustion, and hemorrhage; and it is against 
these foes that the operator must from the first aim all his 
efforts. In no other operation does the issue depend so 
largely on the experience of the surgeon. Every ovadrioto- 
mist finds that his success grows with the number of his 
cases. Of 1000 successive ovariotomies, Wells lost 34 out of 
the first group of 100 cases, and but 10.9 per cent. out of the 
last group of 100.* Out of his first fifty ovariotomies, Law- 
son Tait had 19 deaths.+ ‘T'wo years ago he had arun of 146 
cases without Listerism and without a death.t Keith, who 
began with a mortality of about 20 per cent., had a series of 
100 cases with 97 recoveries. 70 of these were successive. 


* Wells’s Abdominal Tumors, Ed. 1885, p. 64. 
_ + Medical Record, Jan. 3, 1885, p. 2, and British Medical Journal, April 
15, 1882, p. 544. 

t British Medical Journal, May 15, 1886, and Journal of American Med: 
scal Association, Feb, 12, 1887, p. 172. 
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Schroeder had 17 deaths in his first hundred, 18 deaths in his 
second hundred, and 7 deaths in his fifth hundred.* Winckel 
lost 65 per cent. out of his first cases, and only 12 per cent. 
out of his last one hundred cases.t Martin lost 15 out of his 
first 52 cases, and but 3 out of.his last one hundred.t 
Knowsley Thornton, out of his first 328 cases, lost 10.67 per 
cent.§ In his last 300 cases the mortality was only 7 per 
cent.|| Of my own first cases I lost about one in every three. 
Lately I had 31 cases with but 1 death. In the last two years 
I have had 57 cases with 5 deaths, or a percentage of 8.7 per 
cent. The great majority of these cases were operated on 
in my private hospital, where every detail of antiseptic sur- 
gery can be accurately carried out, and where the patients 
are directly under my care. 

The statistics of general hospitals are by no means so good, 
private or special hospitals showing to much greater advan- 
tage, even when compared with the patients own homes. In 
the Vienna General Hospital during the year 1881, S‘ovario- 
tomy was performed 64 times with 38 complete recoveries, 
25 deaths, and r woman was discharged with marasmus.’’** 
The statistics of two hospitals—viz., Birmingham General 
Hospital, and Birmingham Hospital for women—show as 
follows during a period from January, 1878, to September, 
1885: 

Birmingham General Hospital—Ovariotomy, 35 cases, II 
deaths; mortality 31.4 percent. Birmingham Hospital for 
Women—Ovariotomy, 268 cases, 19 deaths; mortality 7.1 
per cent. Of total laparotomies, the former had 85 cases, 
with 21 deaths; or a mortality of 24.7 per cent.; the latter had 
632 cases with 49 deaths; or a mortality of 7.7 per cent. {Tf 


* Wells's Abdominal Tumors, p. 65. 

+ Winckel’s Diseases of Women, p. 571. 

t Frauen-Krankheiten, 1885, p. 483. 

3 Medical News, Jan. 27, 1883, p. 117. 

\| Personal Communication. 

{ Medical News, Jan. 30, 1886, and Jan. 29, 1887. 

** Medical News, Dec. 30,°1882, p. 745. 

tt Price, Journal of American Medical Association, Feb. 5, 1887, p. 158. 
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Nor are the statistics of the general practitioner much 
better. ‘Taking the profession at large, out of 5153 cases of 
ovariotomy collected by Baum, there was a mortality of 
29.13 percent.* Out of 2023 cases collected by Younkin, 
the mortality was 27 per cent.f By operative skill, by 
cleanliness, by wise hygienic measures, and probably by the 
use of antiseptic precautions, the fatality has been reduced 
by skilled specialists to an average lower than that of any 
other equally severe surgical operation; which considering 
the size of the wound, the importance of the parts involved, 
and the delicacy of the exposed structures, is very remark- 
able. 

This brings up the question of simple or of aseptic ovario- 
tomy—a very important question and one not yet fully 
settled. The objections to Listerism are—that it is very 
troublesome; that it is liable to poison the patient fatally, as 
well as to injure the health of the operator; that it is useless, 
indeed merely a surgical craze; and that it is not the carbolic 
acid which does good, but the cleanliness enforced by this 
system. But, there is no doubt that, since the introduction of 
antiseptic surgery, the mortality has been much lessened in 
every land. For instance, ‘‘in Germany, where the success 
of ovariotomy has not been so good as in other countries, the 
mortality by means of the antiseptic treatment has been re- 
duced from go to 20 per cent.’’{ From an analysis of all the 
cases of ovariotomies performed by American surgeons, ‘‘the 
percentage of recoveries is overwhelmingly in favor of Lister- 
ism.’’§ On the other hand, Thomas Keith, of Edinburgh, 
and Tait of Birmingham, thus far the most successful of 
ovariotomists, have wholly abandoned Listerism. The former, 
indeed, claims now ‘‘to get as good results without it, and 
better results than any one has yet got with it.’’|| 

But statistics depend so much upon accidents and contin- 

* Agnew’s Surgery, vol. ii., p. 811. 

+ New York Medical Record, Nov. 11, 1882, p. 560. 

t Agnew’s Surgery, vol. ii., p. 800. 

2H. C. Bigelow, American Journal of Obstetrics, July, 1882, p. 651. 

|| British Medical Journal, May, 27, p. 796. 
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gencies, as well as upon personal equations, that they are 
always untrustworthy. For instance: during the year 188r1, 
in the Samaritan Hospital of London, Thornton and Meredith 
used the carbolated spray of 1 in 40, and followed out every de- 
tail of antiseptic surgery. ‘They had a mortality of 7 per cent. 
Bantock in the same institution, after gradually lessening the 
strength of the spray until water was alone used, finally gave 
even it up altogether. He, however, for purposes of cleanli- 
ness, always covered the instruments in the tray with water. 
The mortality of his operations showed the high rate of 20 
per cent. The house committee, a body of laymen, there- 
upon ‘‘expressed a strong opinion against the performance 
of ovariotomy for the future without full antiseptic precau- 
tions.’’* In 1885, the two former gentlemen had sixty-seven 
abdominal sections of all sorts with four deaths—a mortality 
of 6 per cent; while Bantock had forty-three abdominal sec- 
tions with four deaths—a mortality of 9 per cent.{ In 1886, 
however, the tables were wholly turned; for Bantock had 
twenty-five cases of ovariotomy without a death; while 
Thornton had thirty-two cases with six deaths—a mortality 
of 18.7 per cent.f 

My own practice is to adhere to every detail of antiseptic 
surgery but the spray, which I have abandoned in my private 
infirmary, and use only in the wards of the general hospital 
to which Iam attached. I fully agree with Bigelow that ‘‘it 
would be a grave error to abandon a practice, which has 
achieved brilliant results, until something shall be brought 
forth which shall be as thoroughly protective, and in the use 
of which there may be no possible dangers. ‘Time alone can 
demonstrate satisfactorily the relative values of Listerism, 
and of perfect cleanliness without Listerism. ‘The results of 
a large number of cases, iu which cleanliness and attention 
to detail have alone been used, are the only criteria upon 
which we can strike a judicial balance.’’§ 

* British Medical Journal, May 20, 1882, p. 747. 

¢ W. P. Manton, Zransactions Michigan State Medical Society, for 1886. 

{ British Medical Journal, February 12, 1887, p. 334. 

¢ American Journal of Obstetrics, July, 1882, p. 651. 
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Contraindications for Ovariotomy.—An operation should 
be declined in far-advanced tuberculosis, in cancer of the 
ovary or of any other part of the body, in grave structural 
lesions of any of the vital organs, in ascites if caused by dis- 
ease of the heart, of the liver, or of the kidney, in gastric ulcer, 
or in any serious disease of the alimentary canal. Extensive 
adhesions should not count, as a contraindication, nor should 
age, since young girls and very old women have been success- 
fully operated on. Albuminuria is often due to the pressure 
of the tumor on the kidneys, and, unless it existed before the 
appearance of the tumor, or it is positively known to be caused 
by Bright’s disease, it should not preclude the operation; but 
chloroform should then be used as the anzesthetic. Extreme 
debility dependent upon the ovarian disease makes the prog- 
nosis grave, but it should not prevent a resort to ovariotomy. 
I have indeed had several recoveries, when the patient was so 
reduced in strength, as to make it a very anxious and difficult 
task to keep her from dying on the table. 

Indications for Ovartotomy.—This operation should not, as 
a rule, be performed when the cyst has first been discovered, 
but when it is found to be steadily increasing in size. My 
reason for this conservative advice is, that a certain number 
of abdominal cysts—especially when of parovarian origin,— 
stop growing after reaching a moderate size, and give no 
further trouble. I have had patients under observation for 
years, who, during that time, have carried such quiescent 
cysts, and were not conscious of their existence. When, 
however, a woman broods over her condition, and is anxious 
to have the tumor, removed, the operation should be per- 
formed as soon as possible. Asa rule, the earlier a growing 
cyst is removed, the better; because, being smaller and 
usually without adhesions, it is then more safely removed, 
and because, although benign in the outset, it tends in time 
to take on malignant degeneration. 

Again, when an ovarian cyst is complicated with pregnancy, 
it is best to perform the operation in the first half of the pe- 
riod of gestation; for, in the last half, the broad ligaments 
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receive a large supply of blood, and all the pelvic vessels be- 
come varicose. Pregnancy is indeed no bar to the operation, 
the prognosis being favorable both to the mother and to the 
child. Schroeder and Olshausen performed 21 ovariotomies 
in pregnant women, with only 2 deaths.* 

When septic peritonitis sets in; when the contents of the 
sac become purulent, as they sometimes do, either spontane- 
ously or after an unprotected tapping; when the cyst bursts 
and serious symptoms arise; when torsion of the pedicle oc- 
curs, or when a free hemorrhage into the sac takes place—the 
radical operation should uunhesitatingly be performed, and 
that without any delay. 

Preparation of the Patient for the Operation.—The opera- 
tion having been decided upon, every precaution must be 
taken to ensure a favorable result. ‘The patient should avoid 
all exposure to contagious or to zymotic diseases, and she 
should be put in the very best condition of health possible 
under the circumstances. If the kidneys be inactive and the 
urine highly concentrated, depositing mixed urates in abund- 
ance, it will be well for the patient to make use of warm 
baths, and to take saline cathartics in quantities sufficient to 
secure a daily action of the bowels. The alkaline carbonates, 
largely diluted, will also prove beneficial, and so will also the 
effervescent citrate of lithia. Sometimes, and especially 
when anasarca and cedema of the legs occur, it will be advis- 
able to relieve the pressure-congestion of the kidneys by a 
preliminary tapping. Other organs will also be relieved, and 
valuable time for the action of medicines is often gained by 
emptying the cyst. ‘Tonics, iron in the form of Basham’s 
mixture, a generous diet, and fresh air may be needed. A 
trip to the seashore, or to the country, will often do much good 
in preparing a broken-down patient for the operation. If the 
patient comes from a malarial district, from twenty to thirty — 
grains of quinia should be given during the twenty-four hours 
for two or three days before the operation, and ten grains a 
few hours before the time of the operation. If this be not 
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done, a severe explosion of malarial fever after the operation 
may put the patient’s life in jeopardy. 

An operation of election should not be undertaken during 
a monthly period. It should be performed either about ten 
days before one, or about a week after one. ‘The very best 
time is midway between two fluxes. When, however, through 
some lesion or some accident, immediate relief is demanded, 
no regard whatever should be paid to the factor of menstrua- 
tion. Some surgeons operate, indeed, in any case whether 
the woman is menstruating or not, and profess to find no dif- 
ference in the result.* I have done so repeatedly, and with 
no bad results. t 

For several days before the operation, the bowels should be 
kept open, and the diet should consist largely of milk, eggs, 
rice, and of wholesome and easily-digested food. On the day 
preceding that of the operation, the upper portion of the pubic 
hair should be cut off and the abdomen, if hairy, shaved. In 
the evening, the patient takes a warm soap-bath, and is 
washed perfectly clean by her nurse, who must be an exper- 
ienced woman, able to pass the catheter and to take the tem- 
perature. She then puts on clean clothing and goes to bed, 
where she stays until the hour fixed upon for the operation. 
To ensure sleep, I am in the habit of giving at bed-time 
thirty grains of potassium bromide, combined sometimes with 
opium. Early next morning, a dose of castor oil is adminis- 
tered, and it is much mniore easily swallowed if disguised in 
some vehicle and brought to the patient without any previous 
warning. When oil cannot be taken, I give, at bedtime of 
the previous evening and in one dose, two compound cathartic 
and two Lady Webster pills. To avoid ether-vomiting, the 
breakfast should consist merely of one piece of dry toast and a 
cup of tea, or of a cup of beef-tea or of a goblet of milk, and 
afterward she must eat nothing more. ‘To calm the nerves, 
another thirty-grain dose of potassium bromide may be given, 
with or without opium as the case may be, and especially if 
the woman be at all agitated. 

*'T. Savage, Brit. Med. Journ., April 14, 1883, p. 712. 

+t Medical News, January 29, 1887. 
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A very good time for operating is from noon to two o’clock 
in the afternoon, for by that time the oil will have acted and 
the light breakfast will have been digested. Some surgeons 
operate as early as nine and ten oclock in the morning, in 
which case the cathartic will have to be administered in the 
morning of the previous day. At the hour fixed upon for 
the operation the woman puts on a flannel sacque, warm 
stockings and drawers, and empties her bladder. 

The bedstead, on which the woman is to lie after the opera- 
tion, should have a horse-hair mattress, and should be wide 
enough to permit her attendants to move her, on a draw-sheet, 
from one side of it to the other. I formerly placed my pa- 
tients on narrow single bedsteads, so that they could be 
reached and be waited upon equally well from either side; but 
I found that an unchangeable position on the back soon be- 
came intolerably irksome. Next, indeed, to the thirst follow- 
ing the operation, my patients complain mostly of the supine 
posture which they are compelled to assume. 

The room, in which the operation is to take place, ought to 
be a separate one, so that the lady can be etherized in her 
sleeping-room, and may not be unnerved by witnessing the 
needful preparations. Several days beforehand, the carpet of 
the operating-room should be taken up and the curtains taken 
down. Every useless piece of furniture should be removed, 
the closets and bureau-drawers emptied, and the whole room 
thoroughly cleansed and ventilated. Several hours before 
the time of the operation this room ought to be heated toa 
temperature of 75°, and the air disinfected and made moist 
by a solution of carbolic acid kept boiling in a dish on the 
stove, or over an alcohol lamp. Let me here say that, if pos- 
sible, this operation should not be performed within the walls 
of a crowded general hospital nor in unhealthy localities, but, 
as statistics well show, in private houses or, far preferably, in 
small special hospitals. 

Articles Needed for the Operation.—The following articles 
should be provided by some member of the patient’s family. 
Following the example of the late Washington L. Atlee, I 
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have a printed list of them, which is sent to the family phy- 
siclan some days before the operation: 

One yard of rubber plaster; two rolls of raw cotton, made 
aseptic by being baked in the range-oven just before the 
operation; two yards and a half of fine white flannel, for two 
binders; six one-grain rectal suppositories of the watery ex- 
tract of opium; two pounds of the best ether; two gallons of 
a5 per cent. solution of the best carbolic acid, made at least 
two days beforehand; four ounces of Monsel’s solution of 
iron; twelve ounces of undiluted alcohol for the spray-pro- 
ducer; some old whiskey, with cup, spoon, and sugar; a nail- 
brush, basin, and soap; a pin-cushion, with large pins; two 
kitchen tables, or two dressing-tables; one small stand for the 
spray-producer; one small table for the basins and sponges; 
one chair without a back for a bucket of hot water; two new 
tin basins and one tin cup; a new bucket and a jug of hot 
water; two kettles of boiling water, ready on the range; a 
small tub and an empty bucket; six bottles filled with hot 
water and tightly corked; an empty wine-bottle’ for the as- 
pirator; a rubber ice-cap, or two pig’s bladders, for holding 
ice; a rubber-cloth one yard and a quarter square, with an 
oval hole in the centre six inches wide and eight long; two 
kitchen aprons for the operator and his assistant; one clean 
blanket for the patient’s lower extremities; two large platters 
or two meat-dishes, to be used as trays for the instruments;* 
clean towels, clean sheets, clean blankets, clean comfortables, 
and clean pillows. 

Instruments.—In simple cases very few instruments are 
needed; but as one never knows beforehand what complica- 
tions may be met with, it is best to be always prepared for 
every emergency. One must therefore have on hand, every . 
instrument likely to be wanted in the most formidable opera- 
tion. The following list comprises all the instruments and 

* These platters are usually too shallow to hold 4 solution of carbolic acid 
deep enough to cover the bulkier instruments. It would, therefore, be well 
to have atin tray made especially for the purpose, measuring nineteen 


inches long, twelve wide, and three deep; or a nest of smaller trays can be 
carried in the operator’s bag. 
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other articles, that I carry with me in my operating bag; but 
it will not suit every surgeon, who will after a few operations 
choose his own favorite instruments: 

One steam spray-producer, which will work two hours; as- 
sorted silk ligatures on spools; Lister’s antiseptic gauze or 
salicylated cotton; two dozen straight surgeon’s needles; as- 
sorted needles with varying curves; two aneurismal needles 
for transfixing pedicles; one needle-holder; one hypodermic 
syringe; two dozen assorted catch-forceps; one uterine tena- 
culum; assorted hair-lip pins and acupressure needles; one 
grooved director; two scalpels; Baker-Brown’s cautery clamp; 
ten fine surgeon’s sponges of different sizes; two long and 
flat sponges; one wire écraseur; one wire eee or Koeberlé’s 
serre-nceud; a Paquelin’s cautery or three cautery-irons; 


FIG. 100, 


HOopGE’s TROCAR, 


one Wells’s (Fig. 100) or Hodge’s (Fig. ror) trocar with rub- 
ber tubing; one aspirator; two Nélaton’s cyst-forceps; one 
straight pair of scissors; one pair of scissors curved on the 
flat; one right-angled pair of scissors; Allis’s improved ether- 


inhaler; one flexible male catheter; three glass drainage- 
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tubes of different sizes and lengths, together with the rubber 
sheeting and the sponge used with them. 

The twenty-four needles should be threaded, two on one 
thread of fine silk eighteen inches long—viz., No. 1 or 2, of 
an excellent quality furnished by Messrs. J. H. Gemrig & 


KG@BERLE’sS CATCH-FORCEPS. 


Son, of Philadelphia. To keep these threads from becoming 
snarled, they are rolled up in astrip of muslin gauze, each 
pair of two needles with their thread being covered up by one 
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fold of the gauze. ‘The two aneurismal-needles should also be 
threaded, but with stouter thread (No. 4), fully two feet long. 
All these armed needles should be put into a 5 per cent. solu- 
tion of carbolic acid for several hours before the operation. 
Assorted needles of varying curves come occasionally into 
use, and it is always well to have several very fine needles on 
hand, together with the finest Chinese silk, in order to close 
a wounded viscus, such as the bladder or the bowels. 

As an aid to the memory, it is well to have, invariably at 
every operation, the same number of sponges and the same 
number of catch-forceps, for these are the only articles 
likely to be left behind, and closed up in the abdominal cavity. 
The cautery-irons should be wedge-shaped; the iron spreader, 
used by apothecaries in making plasters, forms an excellent 
substitute. In my hands the best catch-forceps is Koe- 
berlé’s (Fig. 102). Its pointed beak catches the tissues far 
better than that of Wells’s forceps, which looks like a croco- 
dile’s muzzle. ‘The ordinary hemostatic bulldog clips, or 
the serres-fines, must on no account be used, because, if they 
should lose their hold and drop into the abdominal cavity, 
they would be too small to be readily discovered, and might 
indeed be hopelessly lost in the coils of the bowels. Long 
strings attached to each one would, however, overcome this 
objection. Pean’s catch-forceps with broad surfaces are often 
of great use, and a few should be on hand (Fig. 103). 


FIG. 103. 
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PEAN’S CATCH-FORCEPS. 


The ten sponges must be of the best quality and about the 
size of one’s fist. Two of them should be flat, long, and 
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thin, sucli as are called by the trade ‘‘potter’s sponges.’? 
They are also termed ‘‘Zymoca flat sponges,’’ or ‘‘elephants 
ears.’? When first bought, sponges almost always contain 
sand. ‘To rid them of this they are beaten, then soaked for 
twenty-four hours in a 3 per cent. solution of muriatic acid, and 
afterward washed out in clear running water. Sponges should 
never be put into boiling water, which destroys their elasticity, 
shrivels them up, and spoils them. After. every operation, 
the sponges should be thoroughly cleansed in cold water, and 
immersed for forty-eight hours in a solution of washing soda 
(sodii carbonas) containing four ounces to the gallon of water. 
They are then rinsed out in running water, and placed ina 
5 per cent. solution of carbolic acid. At the end of a week, 
they are to be taken out and hung up ina bag. Instead ofa 
solution of soda, some prefer an 8 per cent. solution of sul- 
phurous acid, in which the sponges are soaked for from two 
to four hours. This bleaches the sponges, but does not 
cleanse them so well as the alkaline solution. 

Only two assistants are needed—and they and the surgeon 
should take a soap-bath, and not see on that morning any 
patient ill from a zymotic or a contagious disease. ‘Their 
clothes should also be scrupulously clean. ‘To ensure still 
further protection, each one takes off his coat, waistcoat, and 
neck-tie, if they are of a material which cannot be washed. 
The nurse must also wear clean clothing which can be 
washed. A few bystanders may be permitted, but they 
should wear clean clothing and should also take off their cdats 
and waistcoats. ‘They should also be cautioned, not to visit 
before the operation any case of contagious disease. 

Upon arriving at the patient’s house the surgeon, together 
with his assistants and the nurse, proceeds at once to get 
everything in readiness. ‘The two tables may be arranged in 
the form of a T, covered with several thicknesses of quilts, 
and with a pillow on the cross-table. When the tables are 
thus arranged, a third one will be needed for the instruments 
and the spray-producer. In order to economize room and 
furniture, I am in the habit of putting one table at right 
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angles to the other, like the letter L reversed, viz., with its 
short arm to the left instead of to the right, thus: j. The 
woman lies on the long arm of the J, with her feet directed 
to the short arm, and, on the projecting and free portion of 
the table forming the short arm, are placed the tray of instru- 
ments and the spray-producer. As it takes time to get up 
steam in the necessarily large spray-producer, hot water 
should be poured into the boiler, and it should be.one of the 
first things attended to. In order not to chill the patient, the 
spray solution of carbolic acid should also be heated before it 
is used. At present, however, when using the spray, I do not 
turn it on to the wound, but I start it in the operating-room 
two hours beforehand, and during the operation direct it 
away from the patient. ‘The edges of the oval hole in the 
rubber sheet are next smeared with collodion, or with some 
adhesive preparation, but a plaster suitable for all seasons of 
the year is not easy to devise. Keith’s formula is the follow- 
ing, but it will not always stick: 


RK. Emplastri saponis, Biv. 
Emplastri resine, Biij. 
Olei olivee opt., ‘ zi. M. 


After many trials, Dr. W. D. Robinson, of Philadelphia, has 
succeeded in making for me a very good plaster according to 
the following formula: 


kK. Emplastri saponis, 3ij. 
Resine, 3v)- 
Terebinthine alba, 5ij. M. 


I must, however, add that I now very rarely use this rubber 
cloth, because it is not essential and it is troublesome to 
manage. 

Not all the instruments in one’s bag, but only those likely 
to be needed, are now placed in the tray or in the platters, 
and covered over with boiling water, to which in a few min- 
utes is added the same quantity of a 5 per cent. solution of 
carbolic acid. ‘The best plan would perhaps be to pour into 
the tray a boiling 2.5 per cent. solution of carbolicacid. In- 
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to the same tray, is also laid the roll of gauze containing the 
threaded needles. By its side on the table, and within easy 
reach, is placed a small bottle filled with a 5 per cent. carbol- 
ated solution, in which are kept four small glass spools of 
Nos. I, 2, 3 and 4 silk,—the last being used for the pedicle. 
The adhesive or rubber plaster is cut into strips of appropri- 
ate length, and the antiseptic dressing put in readiness. 
The trocar with tubing attached is hung on a nail near by. 
‘The sponges are carefully counted, and placed in one of two 
basins, arranged side by side on a table to the left of the 
patient. ‘The other basin is one-third filled with a 5 per 
cent. solution of carbolic acid, which, later on, is reduced by 
the addition of pure hot water to a strength of 2.5 per cent. 
On a chair is placed a bucket of clean warm water. 

Let me here say, once for all, that, throughout the opera- 
tion, the assistant who looks after the sponges attends to them 
in the following way: Every soiled sponge returned to him is 
first cleaned in the bucket of warm water, next rinsed in the 
carbolated solution, then squeezed out and placed in the 
empty basin. ‘This sequence must be rigidly observed, be- 
cause, if the soiled sponge be plunged first into the carbolated 
water, the blood and serum, which it contains, will at once 
coagulate in its meshes, and become liable to be dislodged in 
the abdominal cavity as foreign bodies. Some surgeons use 
the carbolated solution for their instruments, and a one-to- 
ten-thousand solution of corrosive sublimate for their sponges. 
A. Martin uses the latter for both sponges and instruments. 

Meanwhile, the woman, in another room, has been inhal- 
ing the anzesthetic—the-best being, in my opinion, the ether 
fortior of our leading manufacturing druggists. Itshould be 
administered by Allis’s inhaler, which largely dilutes it with 
air. Wells and Thornton employ the bichloride of methy- 
lene; Keith uses pure ether; Bantock resorts to chloroform, 
and Tait to a mixture of two parts of ether and one of chlo- 
roform, given by means of Clover’s apparatus.* When the 
patient is wholly unconscious, her water is drawn off, and she 


* The Medical Record, Jan. 3, 1885, p. 2. 
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is carried into the operating-room and laid on the table. To 
this table she is strapped down by a belt over her thighs, and 
her hands are also secured to the same belt. Her legs are 
wrapped in warm blankets, and her clothes are drawn up out 
of the way. Her chest and body are then covered by the 
rubber sheet, but the edges of its oval opening are made to 
adhere to the skin, from just above the navel to the pubic 
hair, thus exposing only a limited portion of the abdomen. 
After this, the spray is turned on and directed towards the ab- 
domen, unless the operator has already used it for disinfect- 
ing the room beforehand, when it may be directed away from 
the patient. The 5 per cent. solution of carbolic acid in the 
tray and in the basins is diluted with hot water down to 2.5 
per cent. The operator and his assistants now take off their 
rings, and cleanse their hands very carefully with carbolated 
soap and a nail-brush. ‘They may clean and pare their nails 
with a penknife before the use of the nail-brush, but not 
after, because the knife not only does not remove all dirt, but 
it loosens up that which remains. Arranging themselves in 
their places, the operator stands to the right of the woman, 
the assistant who gives the ether is at her head, while the 
other, who attends to the sponges, takes his place near the 
basins on the left side of the patient. The nurse holds herself 
in readiness to hand towels when called for, and especially to 
see that a third basin always contains warm water, so that, at 
any stage of the operation, the surgeon can wash his hands 
without delay. 

When everything is ready, the door is locked, and the ex- 
posed portion of the abdomen washed with a one-to-one-thou- 
sand solution of corrosive sublimate. An incision, about 
three inches in length, is made with a free hand, and not by 
nicks, in the median line below the navel, where the blood- 
vessels are few in number. It should end about one inch 
and a half above the pubes; that is to say, low enough for the 
pedicle to be easily reached, but high enough to avoid cut- 
ting the fold of peritoneum reflected from the bladder to the 
abdominal wall. The brown line running below the navel 


3° 
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is the surface guide, but, after cutting through the skin and 
fat, one cannot always hit the linea alba beneath. When the 
cyst is large, the recti muscles have become separated from 
one another, and there is no difficulty in keeping within the 
wide tendinous interspace. But, when the cyst is small, the 
linea alba is, as its name indicates, a mere line, and the knife 
will often go astray into the anterior sheath of one of the 
recti muscles. The red muscular fibres, pouting out of the 
opening, will be the danger-signal of one’s having got off the 
track into more vascular regions. ‘To recover it, a probe is 
passed in across the muscle to the right and to the left, and 
the nearest point of arrest will note the linea alba. The dis- 
advantages arising from the wandering from the linea alba 
are—that the sheath of the rectus muscle being cut open, or 
the muscle itself being wounded, there results hemorrhage; 
that the wound is more jagged, and, therefore, less easily co- 
aptated; that suppuration in the suture-tracts is more liable 
to take place; and, finally, that in cases of small cysts, with 
but little abdominal enlargement, a spasmodic contraction of 
the wounded muscle is very likely to embarrass the operator, 
both in removing the cyst and in introducing the sutures. 

Again, one cannot on a grooved director cut canonically 
through the different layers of tissue, described with so much _ 
precision in the text-books. On the contrary, all that one 
needs, is to know when the knife is approaching the peri- 
toneum. An excellent landmark is the thin layer of fat 
overlying the peritoneum. So, after pinching up the abdom- 
inal wall to estimate its thickness, the surgeon can boldly 
cut down through the skin and its underlying fat, but some- 
what cautiously through the aponeurotic structures until the 
second layer of fat is reached. Practically, therefore, he 
need regard but the following layers; skin with its underlying 
fat, the intermediate tendinous or muscular structures, the 
supra-peritoneal fat and the peritoneum. 

Before the abdominal cavity is opened, all bleeding is 
stopped by the use of catch-forceps, of which one dozen 
will sometimes dangle from the wound. When the hemor- 
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rhage has been wholly stayed, and not until then, the peri- 
toneum is hooked up by a delicate uterine tenaculum and 
nicked open, or else it is caught by two catch-forceps, 
raised up, and nicked open between them. On a broad 
grooved director or on the finger, this opening is slit up for a 
distance of about two inches, either by a right-angled pair of 
scissors or by a probe-pointed bistoury. A little serum 
usually escapes, and the nacreous wall of the cyst comes into 
view. ‘This is called an exploratory incision, for by it the 
diagnosis is confirmed, the presence of adhesions ascertained, 
and the possibility of completing the operation determined. 
When it has been decided to go on with the operation, 
more working room will be needed, and the wound is 
therefore enlarged by the scissors, two fingers being used as 
a guide to prevent injury to the omentum, or to any chance 
knuckle of bowel that may lie in the way. The size of the 
incision will depend upon the character of the cyst and on 
the number of its adhesions. Hence it may range from a 
length of three inches, to the distance from ensiform cartilage 
to symphysis pubis. An incision contained between the um- 
bilicus and symphysis pubis, is technically called a short 
incision, and one extended above the umbilicus, a long in- 
cision. Should it be found needful to prolong the wound to 
a point above the umbilicus, the incision is usually carried 
to the left of the navel and brought back in a curved line to 
the linea alba. ‘This is done to avoid the round ligament 
of the liver and its vessels, which come in there from the 
right side. Keith, however, cuts directly through the navel; 
and I find this straight incision to be superior in every re- 
spect to the curved one. Other things being equal, the short 
incision is safer than the long one; but it is a good rule to 
have an opening large enough for easy manipulation, and for 
the easy withdrawal of the cyst. For instance, a large mono- 
cyst without adhesions, after being emptied, can, like a wet 
rag, be pulled out, hand over hand, through a very small 
opening, whereas a much smaller polycyst, which cannot be 
wholly emptied, and which is more or less adherent, will 
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need a long incision. I once removed an oligo-cyst, weighing 
one hundred and twelve pounds, through an incision barely 
admitting my hand; while I had to open the abdominal cavity, 
from ensiform cartilage to symphysis pubis, in order to re- 
move a solid ovarian fibroid tumor weighing but eighteen 
pounds. Both patients recovered, but the chances were, of 
course, more against the woman with the long incision. To 
avoid the escape into the abdominal cavity of any blood from 
the wound, and to prevent the soiling of the operator’s hands, 
a clean napkin wetted with the carbolated water is doubled 
over each edge of the incision. 

Whenever the cyst-wall in the line of the incision is glued 
by adhesions to the parietal peritoneum, the latter is liable to 
be mistaken for the former, and accordingly to be stripped 
off from the abdominal wall. To avoid this very serious 
error, either proceed with the cutting, until the cyst-wall un- 
mistakably comes into view or is opened, or else extend the 
incision upward until a point is reached where the cyst is free 
from adhesions. Adhesions binding the cyst to the abdomi- 
nal wall are of importance, only from the troublesome oozing 
their rupture often gives rise to. To lessen this risk, they 
are to be sundered by the finger whenever possible. Should 
the scissors be used, the adhesion bands must be snipped 
close to the surface of the cyst, and not to that of the abdom- 
inal wall. ‘Thus, a free end is gained, which may, if needful, 
be subsequently tied, or in which the dangling blood-vessels 
may the more readily constringe. All thick and long bands 
of adhesion should be tied in two places, and be divided be- 
tween the ligatures. These ligatures should consist either of 
very fine silk or of gut. For isolated vessels, the latter are 
the better ones, but the silk is more suitable for tying en 
masse a group of bleeding vessels or for pursing up an oozing 
surface by an in-and-out stitch. A very important rule, on 
the observance of which one’s success greatly depends, is, 
never to let a bleeding point or an oozing surface get out 
of sight. It must either be ligatured at once, or else seized 
by catch-forceps and tied later if needful. If the delicate 
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omental apron be found glued to the cyst, it should be care- 
fully detached with as little tearing and splitting as possible, 
for each shred will bleed, and so will the fork of the split. 
It should then be turned out of the abdominal cavity on a 
clean napkin, wetted with the carbolated solution. If its 
bleeding vessels be few, each one may be tied with gut; but 
if they are many, the torn portion of the omentum should be 
tied en masse or in sections, and the ligatures cut off close to 
the knot. All shreds and ragged ends of omentum must be 
trimmed off, and it is then returned to the peritoneal cavity. 

When all the adhesions within reach, and those that do not 
demand great force, have been severed, it will be time to tap 
the cyst. This should be done with a large-sized trocar, 
such as Wells’s, which is furnished with spring teeth to pre- 
vent it from slipping out of the cyst. Any trocar will do, 
provided it has a large bore, so that the vent may be free, and 
that none of the acrid fluid can escape along its side into the 
abdominal cavity. In order to save time, neither Schroeder 
nor Martin use a trocar. ‘They incise the cyst, and try, by 
turning the woman on her side, by lateral pressure and by 
traction on the cyst-wall which then fills up the abdominal 
incision, to direct the contents externally. Frequently, how- 
ever, some of the fluid escapes into the abdominal cavity, but 
they contend that, if antiseptic precautions be taken, no harm 
accrues.* Although dissenting from this opinion, I must 
confess, to having had some of the contents of the cyst escape 
repeatedly into the abdominal cavity, without doing any harm 
whatever. But then, I always irrigate the cavity and wash it 
out with an abundance of pure warm water. Always tap at 
the upper angle of the wound, because, as the cyst collapses, 
the trocar is drawn downward toward the lower angle. 
Hence, were the trocar entered low down, it could not travel 
with the collapsing cyst, which would therefore. slip off. 
While the fluid is flowing, flat sponges should be packed 
in between the abdominal wall and the cyst, and the edges 
of the incision should be pressed firmly against them, so that 


* Berlin. klin. Wochenschrift, 1883, No. Io. 
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the peritoneal cavity may not receive a single drop of that 
which frequently escapes along the side of the trocar. ‘To 
avoid this accident—which, without being a very serious one, 
is yet not to be invited—some ovariotomists before tapping 
turn the woman well over on her belly, and over the edge of 
the table; but this is liable to cause a protrusion of the 
bowels; which is, in fact, a more dangerous accident than the 
entrance of some of the fluid into the abdomen. Rosenbach, 
indeed, reports that during the extraction of biliary calculi 
through’ an abdominal incision a cure resulted, although 
several calculi were lost in the peritoneal cavity.* Should 
the mother-cyst not collapse, on account of its containing a 
few other large cysts, the point of the trocar, without being 
withdrawn, can be made to enter each one. But if the child- 
cysts are many and small, the trocar is withdrawn, the open- 
ing enlarged, its edge seized by several pressure-forceps, and 
the hand introduced to break up these cysts. 

Before this hand can again be used for separating adhesions, 
it must be carefully cleansed with soap, and dipped into the 
carbolated solution in the tray of instruments. 

The empty cyst is next gently pulled out through the ab- 
dominal wound. It is, however, so slippery that this cannot 
ordinarily be done with the hands alone. A strong forceps 
with a firm grip is needed, and one of the best is Nélaton’s. 
While the cyst is being withdrawn, the bowels are sheltered 
from the air, and from the spray, if it be directed on the 
wound, by one large flat sponge, and the abdominal cavity 
must also be packed with smaller ones at every exposed point; 
and one of them should always be placed between the womb 
and the bladder. 

In the majority of cases, there is not much difficulty in free- 
ing the cyst from its ordinary attachments and in reaching 
its pedicle. But, should adhesions bind the cyst to the adja- 
cent viscera, matters will not go on so smoothly. Such 
adhesions to bladder, liver, bowels, or to other important 
organs, sometimes present difficulties which are insurmount- 


* Medical News, Feb. 3, 1883, p. 130. 
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able. The problem here is to sever these bands of adhesion 
without injuring the viscera to which they are attached. 
When these adhesions are numerous or very firm, much ad- 
vantage will be gained, by having the assistant put his hand 
within the cyst and stretch its wall, while the operator severs 
the adhesions over it. By this means the adhesions can be 
better broken off close to the cyst, which is the all-important 
course to pursue in visceral attachments. Sometimes it will 
be needful to peel off the outer and non-secreting layers of 
the cyst and leave them behind—sometimes to cut off the 
adherent portion of the cyst and scrape off or strip off the 
secreting surface. Whenever the stalk of the tumor can be 
reached before all the adhesions are severed, it will be well 
to catch it with one or two pressure-forceps, or even to tie it 
and cut it off between two ligatures, like the umbilical cord. 
This will prevent bleeding from the torn surfaces of the cyst. 
When the cyst is closely adherent to the edges of the abdom- 
inal incision, either extend the wound upward until a free 
point is reached, and work downward on the adhesions, or 
else cut into the cyst, empty it, and seize with strong forceps 
its inner surface just beyond where the adhesions begin. The 
sac is then inverted by traction, which will break up its ad- 
hesions to the abdominal wall, the last portions to be freed 
being those attached to the edges of the incision. This pre- 
vents the stripping up of the peritoneum. Should the appen- 
dix vermiformis be so adherent to the cyst as not to be 
detached, it must be ligated in two places, between which it 
is to be cut, in order that its contents may not escape into 
the abdominal cavity. The fecal plug in each distal end 
should also be carefully squeezed out. Double ovarian cysts 
sometimes fuse together, and, rupturing at the point of fusion, 
form apparently one cyst. Suchacyst will have two pedicles, 
and will be very puzzling to the inexperienced operator. 
When the cyst has been freed from its attachments and 
turned out of the wound, the very important question comes 
up of the treatment of the stalk or pedicle. Shall it be se- 
cured by aclamp? shall it be burned off by the actual cautery ? 
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‘or shall it be tied, cut off, and dropped back? ‘The first is 
called the extra-peritoneal method; the others, the intra-peri- 
toneal. For many years, the clamp claimed the most advo- 
cates, but it has lost ground on account of possessing the 
following disadvantages: By keeping the wound open it pre- 
vents a strictly antiseptic treatment; the stalk sometimes 
sloughs below the line of constriction, and conveys putrilage 
into the abdominal cavity; the stalk always becomes united 
to the abdominal wall, hence, when it is short, the womb is 
dislocated or it is too much dragged upon. ‘Then, again, in 
one-third of the cases the oviduct has a trick of remaining 
open, and the woman will menstruate indefinitely from the 
abdominal cicatrix. ‘This is owing to the fact, that the 
clamped portion sloughs off too early for a firm plug of cica- 
tricial tissue to be formed, and the oviduct is therefore liable © 
to stay open. In my first case of ovariotomy this happened, 
and one year later the cicatrix degenerated into a malignant 
growth, which destroyed the life of my patient. It is, how- 
ever, probable that, in this instance; the cystic disease of the 
ovary was malignant, although the sac did not look so at the 
time of its removal. Another disadvantage arising from the 
use of the clamp, is the subsequent weakness of the cicatrix 
at its site, and the liability of ventral hernia to form there. 
These are the objections to the clamp, and they are so valid 
that, at the present time, all distinguished ovaristomists have 
abandoned its use. Kceberlé, who was the last to abandon it, 
had up to 1880 a mortality with it of 11%. Since then he 
has had 74 cases with 5 deaths. * 

The actual cautery, performed by Paquelin’s instrument or 
by platinum-tipped irons, which do not scale off or discolor 
the tissues, is theoretically the very best way of dealing with 
the stalk. No foreign body, beside the charred portion of 
the stalk, is left within the abdominal cavity; but, on the 
other hand, it cannot always be trusted to close the vessels. 
On this account it is looked upon with disfavor by all ovariot- 
omists, with the exception of Keith. His method is as fol- 
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lows: The pedicle is spread out evenly within Baker-Brown’s 
clamp, so as to get equable compression. ‘The cyst is cut off, 
leaving a stump about an inch in height above the clamp. 
To protect the parts from heat, a folded napkin wetted in the 
carbolated solution is tucked under the clamp. ‘The stump 
is next carefully dried, and then burned slowly down to the 
level of the clamp, by wedge-shaped cautery-irons at a brown 
heat. ‘They give off a whistling sound during the process. 
The thick end of the stump can be more quickly burned 
down, but the thin end should be burned very slowly, and 
the blades of the clamp, by prolonged contact with the cautery- 
iron, must also be made hot enough to dry up and shrivel that 
portion of tissue which they compress. In order not to dis- 
turb the stump after it has been cauterized, it is best to clean 
out the peritoneal cavity first, and to leave this treatment of 
the pedicle for the last thing. Before removing the clamp, 
which is to be unscrewed very slowly and carefully, one side 
of the pedicle is seized by a catch-forceps, by which it is 
kept in sight and out of harm’s way if the peritoneal cavity 
needs further cleansing. 

The plan of treating the pedicle most in vogue, and the one 
which I adopt, is that of the ligature—one of fine carbolated 
silk, the finest compatible with safety. The ends are cut off 
close to the knot, and the stump is dropped into the peritoneal 
cavity, where the silk, being animal tissue, will in time be- 
come disintegrated and absorbed. Now, when I say silk, I 
mean silk, and not silver or gut ligature. Silver, being ine- 
lastic, cannot bind a shrinking stalk; while the gut is a treach- 
erous ligature, and will sooner or later bring one to grief. It 
slips in the tying, it is liable to untie, it gives instead of 
shrinking, and it is too short-lived for the obliteration of 
large vessels. 

The reasonable objection has been urged that, since the 
abdominal cicatrix left by the use of the clamp is liable to re- 
open every month to give vent to menstrual fluid, the same 
phenomenon will, by this intra-peritoneal method, happen 
within the abdominal cavity and expose the woman to all the 
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risks of a heematocele. But fact is here opposed to theory, 
for it has been found that either the oviduct in the stump 
atrophies into an impervious cord of fibrous tissue, or that its 
raw end, by contracting adhesions with the surrounding tis- 
sues, becomes hermetically sealed. It might also be sup- 
posed, that the distal end of the ligatured stalk would slough 
and expose the woman to septic peritonitis. But such 
sloughing rarely happens, and for the following reasons: 
From shrinkage of the stump the constriction is lessened, 
and the capillary circulation is re-established: or the perito- 
neal surfaces, on each side of the narrow and deep gutter 
made by the fine silk, will bulge over and touch one another. 
Adhesion then takes place between the two, and the blood- 
vessels, which shoot over from the proximal, or uterine, side 
of the ligatured stump, will carry life into the distal end; or 
lymph, exuded by the irritation of the ligature, will throw a 
living bridge across the gutter in the stalk; or, what is the 
least desirable, the raw end of a long stalk glues itself to any 
peritoneal surface with which it may come in contact. I say 
least desirable, because, sometimes, such an adhesion makes a 
kink in the bowel, and may so constrict it as to give rise to 
fatal obstruction. To prevent this accident, Thornton 
stitches with gut the raw end of the stump to the broad liga- 
miant, to which it adheres; while Bantock catches it up out 
of harm’s way, by including it in the lowest abdominal suture, 
which, being of silk-worm gut, can be left in for a long time. 
If the stump be short, it stands upright, and does not then 
need this treatment. 

If the stalk be a thick one, it is transfixed by a blunt 
needle, or by an aneurismal needle, threaded with a double 
ligature, and is tied on either side, each half by itself, and 
then the whole is further tied by the free ends of one of the 
ligatures. The ‘Staffordshire Knot,’? recommended by Tait, 
may also be used. If the stalk be a broad one, it is tied in 
three or more sections by cobbler’s stitches. If very thick or 
broad, it is a good plan to catch the stalk in Dawson’s clamp, 
which compresses it circularly, and to transfix and tie it in the 
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furrow made by the clamp. This lessens the risk of secondary 
hemorrhage, which is usually caused, either by the slipping 
off of the ligature, or by its loosening through tissue-shrink- 
age. , When this clamp is used, the pedicle need not be tied 
until the wound is ready to be closed. The stalk must be 
cut off at a distance from the ligature of not less than three- 
fourths of an inch, so as to leave a button of tissue sufficiently 
large to prevent the loops from slipping off. In short and 
broad stalks, the outer or broad ligament portion, which is 
thin and membranous and sustains most of the tension strain, 
is liable to slip out of its ligature and cause a fatal hemor- 
thage. ‘Toavoid this accident, the ends of the corresponding 
ligature may, before being tied, be repassed in opposite direc- 
tions through the stalk very near its margin to form the 
cobbler’s stitch. Another way, is to passa fine silk thread 
through the thin portion of the stalk, about one-third of an 
inch from its edge, and tie it. In the notch thus made, and 
below the knot, is laid and tied the outer ligature. 

In anzemiic cases Thornton ties the arterial side of the pedi- 
cle first, but, in young and vigorous women, he ties the venous 
side first, so as to deplete the woman by gorging the tumor 
with blood. While the cyst is being cut away, the abdominal 
cavity must be so protected by sponges that not a drop of blood 
shall fall into it. A dilated oviduct in the pedicle tends to 
suppurate; hence, in such a case, the ligature should be ap- 
plied as close to the womb as possible, so as to get below the 
expanded portion. Before the cyst is cut away, the pedicle 
should be seized on one side by a pressure-forceps, and kept 
more or less in sight until the wound is ready to be closed 
up. ‘This will also prevent the ligatures from being rubbed 
off by the sponges, while the abdominal cavity is being 
cleansed. 

The ‘‘ Staffordshire Knot’ (Fig 104) is made as follows: 
The pedicle is transfixed by an aneurismal needle armed 
with a double thread. Into the loop of this thread are passed 
the ends of the ligature, which has been laid on the abdomen 
loosely around the pedicle. The needle, upon being with- 
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drawn, brings with it these two ends of the ligature, which 
will now lie above their own loop. One of these ends is 
passed under this loop, and a square knot firmly tied. The 
free ends are now thrown around the pedicle and again tied. 
Thus, it will be seen, that this mode of securing the pedicle, 


FIG. 104. 


THE STAFFORDSHIRE KNOT; FROM TAIT. 


accomplishes by two knots, what the ordinary double ligature 
effects by three knots. 

The ligatures, which have been applied to the pedicle or to 
adhesions, either become encysted, or in time disappear. by 
absorption; but sometimes, they behave like foreign bodies, 
and are discharged by an abscess opening usually in the 
abdominal wound. ‘This happened to two of my cases, with- 
out however doing harm. A stubborn fistulous opening, fol- 
lowing an abscess in the wound, should always lead to the 
suspicion of the presence of a ligature. Dr. T. Keith* and 
Dr. J. H. Thompson of Rome, Italy, each report a case in 
which the ligature was passed by the urethra. M. Quenu had 
a case in which more than a dozen silk ligatures came away 
per vaginam.f 

In some exceptional cases the pedicle is so short or so rotten, 
that neither the ligature nor the cautery can be used. ‘The 
vessels in the pedicle must then be secured by several pressure- 
forceps, the handles of which, emerging like a drainage-tube 
from the lower angle of the wound, are to be tied together. 
After the lapse of forty-eight hours, they are to be removed 
with great care. 


* Contributions to the Surgical Treatment of Tumors of Abdomen, p. 17. 
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OVARIOTOMY, CONTINUED. 


ENTLEMEN: ‘To-day we continue the subject of ovario- 
tomy, which, being an important one, needs time for its 
discussion. Sometimes the cyst has no stalk, but lies be- 
tween two folds of the broad ligament, or else it is bound to 
the bladder, womb, and the pelvic tissues by intimate ad- 
hesions which cannot be safely severed. Formerly, under 
such circumstances, the abdominal wound was hastily closed 
up and the case abandoned. Now, thanks to Miner, of Buf- 
falo, New York, we can fall back on enucleation, and need 
rarely be foiled.* This operation is performed, by slitting open 
the peritoneal capsule of the sac at points close to its attach- | 
ments, by introducing one finger or more into the opening, 
and by stripping off this serous and vascular envelope, up to 
where the vessels enter the cyst-wall and become capillary. 
The artificial stalk thus made, is to be treated precisely like a 
natural one—that is to say, by clamp, ligature, and cautery, 
or, if it does not bleed, by nothing whatever. This operation 
I have repeatedly performed, but it is seldom easy, and is 
always anxious work. Should the cyst be so wholly adherent 
to the viscera as not to be even enucleated, an incision is 
made into it. It is then emptied, thoroughly cleansed, and 
the child-cysts are also crushed by the hand. The edges of 
the opening thus made in the sac, are now: included in the 
stitches of the abdominal wound, but the latter is kept open 
either by a large cloth tent at the lower angle, or by two glass 
drainage-tubes, one at each angle, running down into the sac. 
Sometimes, it may be needful to tie the adherent portion in 
sections and to cut the free portion away. A drainage-tube 
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must then be inserted at the lower angle of the wound. ‘This 
expedient has the sanction of Atlee and Olshausen, who have 
reported successful cases thus treated.* My own practice in 
such cases would be, after breaking up the child-cysts, to 
‘gather together the free portion of the cyst and bring it out 
at the lower angle of the wound. A short nickel-plated steel 
drainage-tube of large bore is inserted, the sac firmly clamped 
to it by a small wire écraseur, and the redundant portion cut 
away. Into this metal tube is passed a glass drainage-tube, 
long enough to touch the lowest portion of the sac. 

In such cases, when feasible, I think it would also be well, 
to adopt Freund’s plan of tying the pedicle and severing it, 
in order to lessen the blood-supply to the cyst. f 

‘The sac having been removed, the other ovary should be 
examined, and, if diseased, be tied and cut off. From the 
sundered bands of adhesion, more or less bleeding has been 
taking place, which must now be attended to. It can usually 
be stopped by pressure with a sponge or with a finger, or with 
sponges wrung out of very hot carbolated water. For single 
vessels, torsion will usually succeed, but if it does not, fine 
carbolated silk or gut ligatures must be used; and it is won- 
derful how many can be applied without materially compro- 
mising the safety of the woman. I once tied over thirty ves- 
sels in a lady sixty-eight years of age, who recovered without 
any symptoms of peritonitis. The free ends of the ligatures 
should always be cut close to the knot. Stubborn oozing 
surfaces can very generally be staunched by searing them 
with Paquelin’s thermo-cautery, or by passing a needle 
armed with fine silk under, and ligating any vessel that may 
be detected leading up to the seat of the oozing. In some 
cases, nothing answers so well as the pressure of the finger 
moistened with alcohol, or with a drop or two of the ferric 
subsulphate or of the tincture of iodine. In oozing from in- 
accessible points in the pelvis, a sponge dipped in the undi- 
luted solution of iodine or in Monsel’s solution of iron, and 
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afterwards well squeezed out, may be pressed firmly down for 
a few moments into Douglas’s pouch. When the oozing 
comes from a large surface of the abdominal wall, it may 
finally be arrested by the doubling of the raw surface on it- 
self, The fold thus made, is then secured, either by a long 
acupressure needle, or by cobbler’s stitches passed through 
from skin to skin. Forty-eight hours after, this needle or 
these stitches should be removed. For this ingenious device we 
are indebted to the late Dr. Kimball of Lowell, Mass. Should 
- all these measures fail, put in a drainage-tube, close up the 
abdomen in the manner about to be described, and tempor- 
arily lay over the dressings some heavy weights, such as bags 
of sand or of shot. This plan I have not been obliged to re- 
sort to, but it has the sanction of Nussbaum, who uses two 
large bricks, and it is worthy of being borne in mind.* In my 
hands, an elastic flannel binder, pinned very tightly over a 
- large roll of cotton wool, has made pressure enough to check 
the hemorrhage. , 

The toilet of the peritoneum next comes in order. By this 
is meant the peeling off from the peritoneum of plastic depo- 
sits, the removal of the sponges packed into its cavity, and 
the careful cleansing away of all fluids and of every blood- 
clot. In the search for all such foreign bodies, or, indeed, 
for obscure oozing-points, the reflector of the ophthalmoscope 
or Colin’s illuminating lamp will give much aid. When 
some of the contents of the cyst have escaped into the abdo- 
men, or when much oozing has taken place from extensive 
adhesions, the peritoneal cavity must be washed out with 
warm water. Quart after quart is to be poured in and 
paddled about with the hand uutil it returns clean. Doug- 
las’s pouch, and the peritoneal fold between the bladder and 
the womb, are favorite localities for the collection of blood or 
of serum, and should therefore be thoroughly mopped out by 
small sponges on holders, otherwise peritonitis or septiczemia 
may result, which are the two great factors of death in unsuc- 
cessful cases. When this has been thoroughly done, a clean 
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sponge is placed in Douglas’s pouch, another in the sulcus 
between the bladder and the womb, and a third, a large and 
broad flat one, is laid over the intestines under the wound, to 
catch the blood that may drop from the needle-tracks. Each 
needle is passed from within outward, a quarter of an inch 
away from the peritoneal edge of the wound, and is made to 
emerge at the same distance from its cutaneous edge. If the 
recti muscles are included in the sutures, there is said to be a 
liability to the formation of abscesses in the suture-tracks. 
Hence, Wells advises that the peritoneum and skin should be « 
pinched together, and that the needle should be passed 
through them alone without perforating the muscles. Yet, I 
believe, that from a too close observance of this rule come 
many cases of hernia in the tract of the wound, and that, were 
the recti muscles more closely coaptated, they would not re- 
cede from one another, and thus aid in the formation of a rup- 
ture. My own rule is, to include these muscles in the suture 
whenever they are exposed to view. The sutures shotld lie 
about one-third of an inch apart. The needles should be 
lance-pointed and held by a needle-holder. In fat women it 
is not always easy to get the two surfaces of the wound in ex- 
act coaptation; consequently, more or less puckering and 
eversion of the edges may take place. To avoid this, it will 
be well, before passing the needles, to bring the edges of the 
wound together, and make, with a fountain-pen, transverse 
lines at proper intervals across the incision as landmarks for 
the introduction of the sutures. These cross-lines are also of 
advantage, whenever the abdominal walls are too tense for 
accurate coaptation, as after dophorectomy, after the removal 
of a small abdominal tumor, or after an exploratory incision 
for a solid tumor which cannot be removed. In these cases, 
indeed, it would be well to make the cross-lines the first step 
of the operation, before even the abdominal incision has been 
made. 

The reasons why the needle is made to enter the peritoneum 
first are, that the stitches are lodged more evenly on that vul- 
ner: ble surface, and with less injury to it, such as the strip- 
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ping of it off from the abdominal wall; and, further, that a 
stray knuckle of bowel is not so likely to be wounded by the 
upward, as by the downward thrust of the needle. The object 
of including the peritoneum in the stitches is, to bring in con- 
tact two long and narrow ribbon-like surfaces of a membrane, 
which will quickly unite—so quickly as to forestall any form- 
ation of pus in the overlying tissues, and to bar the entrance 
of this, or other septic fluid, from the wound in the abdominal 
wall. Another advantage is, that this inclusion of the peri- 
toneum, by presenting an uninterrupted surface of parietal 
peritoneum to the visceral peritoneum, prevents the adhesion 
of the omentum and of the intestines to the internal lips of 
the wound, which otherwise takes place. 

When all the sutures have been passed, their ends on one 
side are loosely twisted together into a single strand, which is 
securely caught by a pressure-forceps. ‘The same thing is 
done with the ends on the other side. A finger of each hand 
is now passed down into the centre of the wound, and the 
middle portion of all the upper sutures and of all the lower 
ones are separated from one another, by being drawn to oppo- 
site angles of the wound. This permits the removal of the 
sponges, and, if they are stained with blood, the further 
search for some overlooked bleeding vessel. To guard against 
twisting of their convolutions, the bowels, still further dis- 
turbed by these final manipulations, are now restored to their 
natural position, and the omentum, after being again exam- 
ined for some bleeding vessel, is gently spread out over them. 
The forceps and sponges are then counted, to see that not one 
has been left in the abdominal cavity. The importance of 
this cannot be too strongly impressed upon the operator, for 
distinguished ovariotomists have overlooked these articles, 
and have left them behind in the abdominal cavity—a sponge 
and a bulldog forceps in one case.* Tait has heard of ten 
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such cases.* It is, indeed, sometimes no easy task, to find a 
missing sponge when lost in the convolutions of the intestines. 
The sponges therefore should not be much smaller than the 
fist. 

Before closing the wound, the operator removes the pres- 
sure-forceps, and catches in one hand all the ends of the 
sutures on his side, his assistant does the same thing on the 
other side, and the edges of the wound are brought together 
by a firm pressure, which also chases the air out of the ab- 
dominal cavity. ‘To stop the bleeding from the needle-tracks 
as soon as possible, each suture: is rapidly tied and by the 
surgeon’s knot. When the whole wound has been closed, 
and not till then, the ends of all the sutures are gathered 
together in one hand, and they are cut off about two inches 
from the knot by one snip of the scissors. This saves precious 
time, which would be lost, were each suture by itself to be 
cut after being tied. At gaping points of the wound, inter- 
mediate superficial stitches should be putin. In fat women 
several such stitches will usually be needed. 

Dressing of the Wound.—After the wound has been closed, 
the rubber apron is removed, and the abdomen cleansed and 
dried. ‘The wound may now be dressed according to Lister’s 
plan. ‘This consists, first, of a narrow protective of prepared 
oiled silk, moistened by a 1:40 solution of carbolic acid; next, 
of one broad layer of antiseptic gauze wetted with the same 
solution; and over this eight folds more of the dry gauze, 
having a piece of mackintosh interposed between the seventh 
and the eighth layer. The lamp is now blown out, and, the 
spray-jet being turned away from the abdomen, the dressing is 
secured by an elastic flannel binder, the rucking of which can 
be prevented by tapes pinned to it around each thigh. Most 
of the leading ovariotomists, however, employ simpler dress- 
ings, which have been found equally antiseptic. Wells covers 
the wound with a dry dressing of thymol cotton, kept in 
place by long strips of adhesive plaster, going two-thirds of 
the way around the body. Over allis pinned a flannel binder. 
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The thymol cotton is prepared, by steeping absorbent cotton 
wool ina solution of one part of thymol to one thousand of 
water, and drying it. Keith dresses the wound with gauze 
wrung out of a 1:8 glycerole of carbolic acid. On this are 
laid several layers of dry carbolated gauze, next some cotton 
wool, and over all a flannel binder. ‘Thornton uses Lister’s 
gauze and the mackintosh, but without the protective. This 
dressing is secured by adhesive straps. On these are laid 
several folded napkins, and over alla flannel binder is pinned 
very tightly. Bantock resorts to dry thymol gauze. ‘Tait 
uses nothing but ordinary absorbent cotton. Salicylated 
cotton I have found to answer so well, that for years I used 
nothing else. It is made, by steeping two parts of absorbent 
cotton ina solution of one part of salicylic acid to two of 
comercial ether, and afterward drying the cotton by a low 
heat. Lately, I have been resorting to Keith’s dressing, but 
it probably possesses no greater advantages. 

The flannel binder having been pinned on, the night-dress 
is pulled down, and the patient put to bed. The opium sup- 
pository containing one grain of the watery extract is slipped 
into the rectum, the six bottles of hot water are applied to 
different portions of the body, and she is covered with warm . 
blankets. The tables, tubs, and other articles, used in the 
operation, are now removed, the room is darkened, and she is 
left alone with her nurse, who has positive instructions to 
admit no one besides the physician. 

Drainage.—When blood in small quantities is effused into 
the peritoneal cavity, coagulation usually takes place, the 
serum is then absorbed, the clot becomes organized, and no 
harm results. But, when blood in large quantities collects in 
Douglas’s pouch, it may behave as a foreign body and cause 
mischief. When, also, blood is mixed with serum, coagula- 
tion is not so likely to take place; the blood- corpuscles then 
are liable to break down, the fluid to become putrid, and 
septicaemia to set in. For these reasons the removal of these 
fluids, by different modes of drainage, has long been put in 
practice. The best mode is by a glass tube passed down to 
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the bottom of Douglas’s pouch through the abdominal wound, 
and not, as has been recommended, through a special opening 
made for it in the roof of the vagina. Drainage is at present 
very rarely resorted to, by those operators who use strict anti- 
septic precautions, for they contend that septic changes in 
the blood do not then take place. Wells has virtually given 
it up, Thornton and Meredith, who both use the spray, resort 
to drainage occasionally, while Keith, Tait, and Bantock, who 
have abandoned Listerism, are warm advocates of it. This 
question is a very important one, because a drainage-tube 
tends to the formation of a ventral hernia, and, being a for- 
eign body, is in itself hurtful, and therefore should not be 
resorted to, unless it will do more good than harm. 

After a careful consideration of the subject, I am forced 
from experience to believe, that between the two extremes 
.there lies a golden mean, and that drainage, even when the 
spray is used, is needed under the following conditions: 

(a) Whenever a purulent or a colloid cyst has burst, and 
its contents have escaped into the cavity of the abdomen, 
either during the operation or some days beforehand. 

(6) Whenever the contents of the cyst are putrid or puru- 
lent, and septic symptoms or those of peritonitis are present. 

(c) Whenever a large amount of ascitic fluid is found in 
the abdominal cavity. 

(2) Whenever all oozing cannot be stopped, or whenever 
four drachms or more of pure blood, or especially of a sero- 
sanguinolent fluid, can be squeezed out of the sponge in 
Douglas’s pouch, when removed just before the closure of the 
wound. But it must not be overlooked, that the mere irrita- 
tion from this sponge will cause the exudation of a pale red 
serum, which does not imply the need of drainage. 

(e) Whenever there are extensive adhesions in a person ad- 
vanced in life; or whenever it has been deemed needful to 
cleanse the peritoneal cavity by irrigation. 

(/) Whenever the operator is in doubt what to do. 

Should it be deemed needful, for some of the above reasons, 
to make use of drainage, a glass tube, open at both ends and 
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about six inches in length, is passed through the salicylated 
cotton or other dressing, then between the two lowest stitches, 
down to the bottom of Douglas’s pouch. A wire suture is 
first introduced between these sutures and left untwisted, its 
object being to close firmly the opening, left by the removal 
of the tube, and to hasten its union. Otherwise, a weak cica- 
trix results, tending to the subsequent formation of hernia. . 
Keith’s drainage-tube of three sizes is the one that I prefer. 
Its lower end is perforated with holes, and its upper end has 
a shoulder which keeps it from slipping into the abdominal 
cavity, and also enables it to hold a piece of thin rubber 
sheeting about eighteen inches square. In the centre of this, 
a small circular hole is made, which, by stretching, is sprung 
over the tube. The mouth of the tube is covered by a cup- 
shaped sponge, wrung out of a 5 per cent. solution of carbolic 
acid, and over this the sheeting is folded four times. ‘The 
flannel binder may either be pinned over the drainage-tube, 
or else it may be slit at the tube and passed on each side of it, 
leaving the sponge and rubber sheeting outside of the dress- 
ing. They are then best held in place by a narrow strip of 
flannel, so as to permit inspection without interfering with 
the main dressing. Several times a day the sponge is re- 
moved, squeezed out, cleansed in a5 per cent. solution of 
carbolic acid, and replaced. ‘This, in a general hospital, had 
better be done under the spray. Bloody serum collecting in 
this tube, is sucked out either by a fine rubber tube attached 
to a syringe, or else by the long nozzle itself of the ordinary 
uterine syringe. Whenever hemorrhage is indicated by the 
escape of pure blood from the tube, Tait injects into it a solu- 
tion of perchloride of iron. * 

To prevent injurious pressure on the rectum, the tube must 
be lifted up occasionally about half an inch, and allowed to 
slip back of its own accord. It can be removed, whenever 
the discharge has been reduced to not more than one or two 
drachms of clear serum, and this usually happens within the 
first forty-eight hours. After its removal, the opening left in 


*Gardner: Canada Medical and Surgical Journal, Jan., 1887. 
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the wound is closed, by twisting the free ends of the wire 
suture placed there for this purpose. 

After-Treatment.—The subsequent treatment needs the 
greatest attention. The first care is to establish reaction. 
‘This is best done by heat, and by stimulants, such as brandy 
and whisky given in iced soda-water. Enemata of beef-tea 
and brandy, or of milk and brandy, will also be of advantage, 
while artificial heat is kept up. For the vomiting, which 
comes partly from the anesthetic and partly from shock, re- 
peated deep inspirations should be tried. They help, by get- 
ting the blood rid of the anzsthetic as soon as possible. 
Chloral may also be given, or small lumps of ice may be 
swallowed. Sips of very hot water, or a table-spoonful every 
hour of a mixture containing equal parts of lime-water and of 
cinnamon-water, may also do good. A hypodermic of mor- 
phia will often allay vomiting, and I have seen it yield to 
small doses of atropia, and also to two grains of pure pepsin 
given every two hours ina tablespoonful of raw-beef juice. 
Twenty drops of ether given by the mouth will sometimes 
relieve it, and so also will a few drops of chloroform confined 
by a watch-glass over the pit of the stomach. In some cases 
I have tried, with the best results, the following effervescent 
mixture, recommended by Chéron:* 


RK. Potassii bicarb. aa 
Potassii bromidi, } _ 44 Br. Xxx; 
Aque, £Zu. MM. 

R. Acidi citrici, 3. 
Syrupi, £1. 
Aque, fZiv. M 


A dessertspoonful of the former is added to a tablespoonful 
of the latter, and given every hour. For vomiting, especially 
of the bilious variety, Lawson Tait recommends Mason’s 
pepsin wine, given every ten minutes in drachm doses with a 
little ice-water. 

Flatus is another annoying symptom, which, however, can 
very generally be dispelled by turning the patient over on 


* Archives de Tocologie, Férvier, 1883, p. 122. 
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her side, and inserting a flexible catheter high up in the rec- 
tum. If this fails to relieve it, enemata of turpentine may 
be tried, or five-drop doses of the tincture of nux vomica may 
be given every two hours. Should the abdomen become 
painfully bloated, the binder must be loosened and the ad- 
hesive straps nicked in several places. ‘The painful tension 
on the stitches can be relieved, by drawing the knees up and 
supporting them over a pillow doubled on itself. Should the 
flatus not yield, and symptoms of obstruction set in, the 
bowels must be opened at all hazards. Seidlitz powders and 
Epsom salts are good cathartics for this purpose. When 
vomiting accompanies obstruction, calomel answers best, 
because it is not so liable to be rejected. 

For the first thirty-six to forty-eight hours after the opera- 
tion, nothing whatever should be given to the patient except- 
ing cracked ice, sips of hot tea or of barley-water, and an 
occasional teaspoonful of old whiskey. After that time 
tablespoonful doses of milk, of beef-tea, of thin oatmeal 
gruel, or of barley-water can be given every hour or two. 
The diet may then be cautiously increased, and especially 
after wind begins to escape from the rectum, the patient be- 
ing enjoined not to hold it back from motives of delicacy. 
If the condition of the patient is such as to demand more 
nourishment, it had better be taken by the rectum. The 
urine should be drawn off by the nurse, unless the patient 
can, without much straining, pass it herself into a urinal. 
Excepting the suppository inserted directly after the opera- 
tion, no anodyne need be given unless called for by great 
pain, wakefulness, or restlessness. For opiates, by paralyz- 
ing the bowels, favor tympanites, and they should, therefore, 
be avoided as much as possible. Should the body-heat indi- 
cate a temperature of ror° or over, a bladder filled with broken 
ice, or, what is far better, a rubber ice-cap, should be kept 
on the head of the patient as long as it feels comfortable and 
does not chill her. If the temperature does not fall, and 
peritonitis or other septic symptoms set in, the bowels must 
be at once moved either by calomel or by a saline cathartic, 
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aided by enemata of soap-suds and turpentine. Ice should 
also be applied to the pit of the stomach. Quinia and mor- 
phia must then be given in very large doses, preferably by 
the rectum, together with ten drops of the tincture of digi- 
talis every hour, until the pulse-rate is lessened and the tem- 
perature falls. 

When five or six days have elapsed, the bowels should be 
opened; and, as this is a matter of importance, and is occa- 
sionally attended with symptoms of obstruction and with a 
good deal of constitutional disturbance, a few words will not 
come amiss. If the hardened feces can be softened down and 
dislodged by enemata, this is perhaps the best plan, clysters 
of ox-gall and water or of glycerin and water being the most 
efficient. But, in my experience, enemata have so often 
failed, that I rarely resort to them in the first instance. If 
the woman’s stomach is not irritable, I prefer to give her an 
ounce of castor oil. This is disguised in the compound 
sytup of sarsaparilla or in some other suitable vehicle, as 
warm milk, and-is brought to her -without any previous 
warning, early on the morning. Should it be deemed unwise 
to try the oil, two Lady Webster pills and two compound 
cathartic pills can be given at bedtime of the seventh day, or 
a pill containing three grains of the compound extract of 
colocynth with one grain of the extract of hyoscyamus may 
be swallowed every four hours. The compound licorice pow- 
der of the German Pharmacopceia, to which has been added 
potassium bitartrate, also answers well, provided the patient’s 
stomach will bear teaspoonful doses every four hours. 
Should these remedies fail to act, they must be supplemented 
‘ by enemata. 

Fatal obstruction of the bowels from matting, or from con- 
stricting bands of organized lymph, has been frequently re- 
ported. Thus far, I have met with two fatal cases, one of 
which, however, passed out of my hands after the operation. 
But occasionally I see cases of obstinate constipation, which 
give me great uneasiness and put me to my wits’ ends. In 
one case, after the failure of other remedies, the obstruction 
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was overcome by broken doses of calomel combined with 
sodium bicarbonate, and by the distension of the lower bowel 
with very large enemata slowly given. Another desperate 
case yielded to repeated doses of tincture of belladonna. A 
third case, complicated by obstinate vomiting, was saved by 
ten grains of calomel given every two hours until the bowels 
were moved. Seventy grains were thus administered before 
the desired effect was attained, yet salivation did not occur. 

When symptoms of obstruction once present themselves, 
they are likely to recur. The contents of the bowel should, 
therefore, be kept fluid, and for this purpose I know nothing 
better than the German compound licorice powder, given in 
teaspoonful doses at bedtime. 

Suppression of urine sometimes follows ovariotomy, and in 
cases of diseased kidney is an alarming complication. For 
this symptom, digitalis and the acetate of potassium should 
be given. ‘Thornton treats it by baring the arms and pack- 
ing them in towels, which are kept wet with ice-water. 

Tetanus may destroy the life of a patient while convales- 
cing from the operation of ovariotomy. J. M. Bennett re- 
ports such a case.* ‘The symptoms first showed themselves 
on the sixteenth day, and the woman died two days later. 
Chloral in drachm doses, administered by the bowel in the 
yolk of an egg, is perhaps the only remedy from which any 
good can be expected. 

Phlegmasia alba dolens of lower extremities may occur. 
It happened in one of my cases, and was cured by frictions 
with belladonna and blue ointment and by firm bandaging. 

Occasionally, a few days after the operation, without any 
septic symptoms whatever or without any marked rise in the 
temperature, the parotid glands grow tender, swell up, and 
run through a course precisely like mumps, ending in resolu- 
tion. ‘This complication has been met with so frequently by 
myself and others, that it cannot be a mere coincidence, but 
must be due toa reverse sympathy between the ovaries and 
these glands. It does not appear to increase the risk of the 


* Lancet, Dec. 3, 1881. 
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patient, for recovery took place in all the reported cases, of 
which three occurred in my own practice.* Parotid bubo 
also may take place after ovariotomy; but this sign of blood- 
poisoning, being a general one, happens as well after other 
grave surgical operations and during the course of specific 
fevers. Yet, from the sympathetic relation between the 
parotid glands and the sexual organs, it seems to occur more 
frequently in the septicaemia following ovariotomy. 

Acute mania sometimes follows ovariotomy, especially when 
both ovaries have been removed. ‘The attack is usually tem- 
porary, but it sometimes ends in insanity, and even in death, 
as in one of my own patients. Keith, Thornton, Tait, Ban- 
tock, Bryant and other leading ovariotomists report analogous 


cases. f 
SURGICAL TREATMENT. : 


The dressings, being antiseptic, need not, as a rule, be re- 
moved until the day following that on which the bowels are 
moved. Every other stitch may then be removed, and espec- 
ially all that are loose or are cutting the tissues. "The wound 
‘is then washed with a 2.5 per cent. solution of carbolic acid, 
and dressed anew with salicylated or iodoformed cotton. I 
usually find the first dressing so sweet, that I am able to reap- 
ply the unsoiled portion of it for a second dressing. A clean 
binder is now pinned on, and the woman’s clothing changed. 
Three or four days later all the stitches should be removed, 
the wound secured by narrow adhesive strips, and dressed as 
before. For fear of a weak cicatrix and the formation of a 
hernia at the site of the wound, the patient should not get 
out of bed until fully two weeks have elapsed, and should for 
several months wear some kind of close-fitting gored binder 
or abdominal supportor. 

If, betore the week is over, the dressings become soiled or 
give out a bad odor, they should be at once renewed. ‘They 
should also be removed whenever a high temperature, with- 

*Wm. Goodell, 7ransactions of American Gynecological Society, 1885 ; 
also Stephen Paget, Lancet, 1886, pp. 87 and 733. 


+ The British Medical Journal, March, 21, 1885, p. 597, and March 22, 1884, 
P- 563; also Medical and Surgical Reporter, May 29, 1886, p. 692. 
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out being accompanied by tympanites, leads to the suspicion 
of cutaneous abscesses. 

The Accidents and Complications of Ovartotomy.—When, by 
the breaking up of adhesions to it, the liver is wounded, the 
bleeding surface can usually be stanched, as Keeberle has 
shown, by the ferric subsulphate applied to the raw surface 
by the finger. If this fails, the actual cautery at a dull heat 
should be used. ; 

If, unfortunately, an adherent portion of the bowel is torn 
open, the wound should be carefully closed with very fine 
silk by the continuous suture. ‘The sutured portion is then 
fastened to the lower angle of the abdominal wound, as a safe- 
guard in case of the subsequent formation of stercoral fistula. * 
Should the intestine be injured to any extent, the wound 
must be closed by the Czerny-Lembert suture, which con- 
sists of two sets of fine silk sutures, the first set uniting the 
mucous edges of the wound by the continuous suture, the 
other set uniting one serous coat to the other at a line about 
one quarter of an inch distant from the wound, either by in- 
terrupted sutures, or by the continuous suture. An ordinary 
cambric needle with fine sewing-silk will answer admirably 
for this purpose. The whole number of sutures required 
must be introduced before any are tightened. By this suture, 
the serous surfaces are turned in toward the lumen of the 
viscus, and are brought into close contact. Of course, when 
the outer series of sutures are applied the inner, or Czerny, 
row, including the mucous membrane, is entirely covered in. 

This suture is employed in closing intestinal wounds, and 
is particularly valuable in bringing the two serous surfaces 
of the wound in close apposition, which is necessary for union. 
The inner row of sutures, advised by Czerny, affords addi- 
tional security. In small wounds one continuous suture, 
carried through all the coats but the mucous, will suffice. A 
mere puncture can be closed by hooking it up and surround- 
ing it by a single fine ligature. 


* “Discussion on a Paper by Garrigues,” dm. Gynecol. Soc., Trans., 
1881. 
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Wounds of the bladder have frequently happened, but they 
are by no means necessarily fatal.* ‘These accidents are 
liable to occur, when the bladder, being adherent to the cyst 
and carried upward by it, lies directly under the line of in- 
cision, or the bladder may be torn open while adhesions to it 
are being severed. ‘The wound should at once be grasped 
by a pressure-forceps, the bladder emptied by the catheter, 
and the operation proceeded with. When the operation has 
been completed, the wound in the bladder is attended to, and 
in one of the following ways: Either the vesical wound is 
brought up within the lips of the abdominal incision, and is 
closed by being included in the abdominal stitches, or it is 
closed by the continuous or Glover’s suture, without includ- 
ing the mucous membrane in the stitches. <A self-retaining 
catheter, such as the Skene-Goodman, must then be kept in 
the bladder for at least a week. 

One of the ureters will sometimes be torn across, while 
pelvic adhesions are being broken up. ‘This accident is most 
likely to happen, during the enucleation of a cyst growing 
downward, from its being enveloped in the folds of the broad- 
ligament. It is almost always fatal, and is usually not dis- 
covered during the life of the patient, and, I am disposed to 
think, not often discovered after her death. Sometimes, how- 
ever, urine will ooze out of the abdominal wound, and in rare 
cases the patient has recovered with a urinary fistula. In 
such a case Simonf successfully removed the corresponding 
kidney; Nussbaum{ constructed an artificial ureter leading 
from the fistula to the bladder; and Tauffer§ inserted the 
upper end of the divided ureter into the bladder by an 
artificial opening. It, however, failed to unite, and he later 
made an artificial ureter. 


*Eustache, Archives de Tocologie, April and May, 1880, pp. 193, 277; 
Boston Med. and Surg. Journal, Feb. 16, 1882, p. 153; British Med. Journ., 
Jan. 28, 1882, p. 115; 4m. Journ. Med. Sci., Jan., 1883, p. 123. 


+ Annales de Gynécologie, June, 1877. 
{ Ldinburgh Medical Journal, July, 1876, p. 1. 
¢ Archives de Tocologie, April, 1880, p. 201. 
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When an umbilical or a ventral hernia of moderate size is 
present at the time of the operation, efforts should be made 
for its radical cure. This is done by cutting out the thinned- 
out sac by two eliptic incisions meeting below and above, 
and by bringing together the thick edges of the abdominal 
wall in the final closure of the wound. 

In cases of ascites complicating ovariotomy, the ascitic fluid 
should not be wholly removed, until the cyst has been cut off 
and the wound is ready to be closed. By this means, any 
blood oozing from broken adhesions, or any fluid escaping 
from the cyst into the abdominal cavity, being diluted, is 
less likely to irritate the peritoneum, the cavity of which can 
also be more readily cleansed. 

When a patient seems in danger of dying on the table, from 
shock or from exhaustion, the anesthetic should be withheld, 
while hypodermic injections of ether and enemata of brandy 
are given. Warmth should also be applied to the body by 
bottles of hot water, or, what is better, by rubber bags of hot 
water. Theoretically, atropia administered subcutaneously 
would be the proper remedy, but I have not yet tested it. In 
all severe cases of ovariotomy, especially if the operation be 
prolonged, the woman should not be kept profoundly under 
the influence of the anzsthetic for any length of time, but 
should be allowed from time to time to come to, at least 
enough to make her flinch or move about. This caution 
should especially be observed in very feeble patients, and in 
those with very large cysts. Transfusion will sometimes be 
of benefit. The Transfusion Solution of Mikulicz is ap- 
proved by many surgeons. It consists of eight grains of 
sodium carbonate and one drachm and a half of sodium chlo- 
ride, dissolved in one pint of warm distilled water. Twelve 
ounces of this may be slowly transfused into the radial artery 
or the radial vein. 


THE REMOVAL OF BOTH OVARIES. 


Whenever both ovaries are diseased there can be no ques- 
tion about their extirpation. But when only one has under- 
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gone cystic or other degeneration, the question of the removal 
of the sound one may come up. ‘There always is a tendency 
to the subsequent degeneration of the sound ovary, after the 
diseased one has been removed. More especially is this ten- 
dency observed in sterile women, and in those with malignant 
affections of the ovary. Many women, therefore, whose lives 
should have been imperilled but once, have been compelled to 
face the dangers of a second operation. In view of these facts, 
it seems to me wise to remove the sound ovary, in all cases of 
sterility, in every case of malignant degeneration of one ovary, 
in all cases of colloid cyst, a degeneration which in my experi- 
ence is very likely to attack the sound ovary, and in all women 
who have either passed the climacteric or are approaching it, 
—provided the removal is not attended with great additional 
risk. Double extirpation should also be performed, whenever 
the womb contains a fibroid tumor, or whenever it seems de- 
sirable to hasten on the climacteric. In these convictions I 
am further strengthened, by the disappointment often ex- 
pressed to me by my patients, that one ovary had been left 
behind, and by their great fear afterward lest the remaining 
organ should also become diseased. On the other hand, in 
women who are in the prime of their menstrual life, the 
sound ovary should be left —— unless there exist 
grave reasons for its removal. 

The Return of Cysts.—Benign cysts once removed never 
return; but, after the removal of a malignant cyst, the dis- 
ease may return at the site of the pedicle and develop into 
another cyst.* ‘This form of return I have seen twice. ‘The 
disease, however, usually attacks the remaining ovary; or, if 
both ovaries have been removed, the liver or some other vital 
organ becomes secondarily infected. Yet, there is no question 
that the removal of malignant cysts is followed by a marked 
improvement in the health of the woman, and in a long re- 
prieve from death. 


* Société de Chirurgie, Séances Dec. 9 and 16, 1885. 


LESSON XXXIV. 


VAGINAL OVARIOTOMY. 


ITHERTO we have discussed the removal of an ovarian 
cyst through the walls of the abdomen; but sometimes, 
when the cyst grows downward—beneath the broad ligament 
instead of above it—or when a small cyst, especially if puru- 
lent or if dermoid, is lodged in Douglas’s pouch, the safer, 
and, therefore the better plan, may be to remove it by a 
vaginal incision. ‘The success which has attended the few ~ 
cases on record, leads me to think that, in selected cases, 
ovarian cysts will in the future be more frequently extirpated 
in this way. 

As a case in point, I bring before you to-day a girl whom 
you have seen before. She is an unmarried woman aged 
twenty-two, and was well until about two years ago, when she 
took a long journey by rail, and, through modesty, allowed 
her bladder to become over-distended. From that day she be- 
gan to have womb and bladder troubles, which steadily in- 
creased in severity. ‘The latter finally became so exacting, 
that she had to give upa situation as child’s nurse, and to 
depend for support on the charity of some benevolent ladies. 
On the 15th of last February she was brought to my office 
by a medical friend, who is the medical consultant of the 
Home where she was lodging. He told me, that she had 
great difficulty in getting a movement of the bowels, and 
was worn out by a very frequent and very urgent desire to 
empty the bladder. The act of voiding her urine was of 
itself a painful and a difficult one; yet it would be repeated 
sometimes every hour at night, and every half-hour when 
she was on her feet—as, for instance, in ironing. During her 
last two catamenial periods she was unable to pass her water, 
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and had to call in her physician to draw it off. She was pale 
and haggard from her sufferings, and very querulous, 

I found the cervix uteri hugging the symphysis pubis a 
little to th: left, and behind it a dense and immovable 
tumor, which shelved down into Douglas’s pouch. ‘The 
fundus of the womb lay above the pubes on the right side, 
but it was so immovable, and projected so far forward, that I 
at first mistook it for an outgrowth of a uterine fibroid. ‘The 
sound, however, rectified the mistake, and gave a measure- 
ment of plus four inches. The girl, being very nervous, 
kept her abdominal muscles so tense, that no information 
could be gained from supra-pubic palpation. But, after re- 
peated examinations, an obscure sense of fluctuation was 
elicited per vaginam. 

Being admitted into the Hospital of the University of Penn- 
sylvania, she was, on February a2ist, etherized and brought 
before you. Nothing more was gained from this examination, 
than that the tumor could not be dislodged from the pelvic 
cavity, and that, by supra-pubic palpation, it could be outlined 
behind the highly situated fundus of the womb. Feeling now 
very sure that it contained fluid, I aspirated it, per vaginam, 
and withdrew one large tumblerful and a half of an odorless 
and straw-colored fluid. The tumor now so wholly collapsed, 
that not a trace of it could be felt from above or from below. 
The womb regained its proper position, became movable, and 
shrank back to a measurement of mzuus three inches. My 
diagnosis leaned to a unilocular ovarian cyst, with firm uter- 
ine and pelvic adhesions; but, to put matters beyond doubt, I 
submitted a specimen of the fluid to my colleague, Dr. James 
Tyson, from whom, in matters of this kind, there is no 
appeal. The following is the report that he was kind 
enough to make for me: 


‘‘A grumous, yellow fluid, neutral in reaction, with a specific gravity of 
1113, highly albuminous, and depositing copiously a sediment made up 
largely of crystalline particles, which proved on microscopic examination 
to be cholesterine plates. In addition were numerous granule cells, and 
large numbers of the so-called ‘ovarian cell;’ also numerous bacteria. The 
above are the usual characters of ovarian fluid, and it is believed to be 
ovarian,” 
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After this operation my patient lost all her tormenting 
pressure-symptoms. She could now hold her water, and pass 
it without distress. For three days she felt well. Then she 
began to complain, first of a supra-pubic pain, and afterwards 
of her old troubles. I found the cyst rapidly refilling. By 
March 3d its upper surface could be easily felt, reaching very 
nearly up to the navel; and on that day I withdrew by the 
aspirator, very nearly a quart of turbid fluid containing broken- 
down blood, and giving off a sight odor of sulphureted hy- 
drogen. Again the tumor collapsed wholly beyond recog- 
nition. ‘This operation relieved her bladder troubles, but it 
was followed by marked symptoms of blood-poisoning, such 
as fever, creeping chills, complete loss of appetite, constant 
nausea, pallor alternating with hectic flushes, sweating, a 
pulse always over 100, and a body heat ranging from 99.5° 
to 101.5°.. There were also stabs of pain in the right pelvic 
region, but no tympanites. Her urine had now to be drawn 
off. The cyst began rapidly to fill, and its removal was 
clearly indicated; but she was timid, and her friends, whom 
she wished to consult, lived in a neighboring State. At my 
visit on the evening of Tuesday, March 13th, I found her 
pulse over 120, her temperature up to 102.5°, her skin and 
conjunctive with an icteric tint, and her lips studded with a 
crop of vesicles. She was incessantly vomiting, and for- 
tunately so frightened that I wrung from her the permission 
to remove the cyst. 

On the next day, at noon, I proceeded to operate, with the 
aid of Drs. C. T. Hunter, W. S. Stewart, B. F. Baer, H. R. 
Wharton, G. S. Hull, and T. Lancaster. My patient was put 
in the lithotomy position—the one which I prefer to any 
other in the operation for vesico-vaginal fistulee, and in many 
vaginal operations—and another careful examination made. 
The fundus of the womb lay now to the left and well above 
the symphysis. The cervix, like a mere nipple, pouted out 
from the tumor somewhat low down in the vagina, and to the 
right of its median line. The sound gave a measurement of _ 
five inches. By forcing my finger high up between the 
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tumor and the pubes, I found that the supra-vaginal portion 
of the cervix was small, round, and stem-like., It gave pre- 
cisely the same feeling, as in prolapse of the womb with 
hypertrophic elongation of the supra-vaginal portion of its 
cervix. 

Finding it impossible to push up the cyst into the abdom- 
inal cavity, I determined to attempt its removal per vaginam, 
and, if frustrated, to stitch the lips of an opening made in it 
to the edges of the vaginal incision. Accordingly, two duck- 
bill specula being introduced, the space between them was 
divided by two strokes of Kiichenmeister’s scissors. As soon 
as Douglas’s pouch was opened, there gushed out unexpect- 
edly several ounces of very fetid pus. Numerous adhesions 
now presented themselves. All within reach of two fingers 
were broken, and the cyst was then caught by a volsella for- 
ceps, and emptied by aspiration. The fluid first drawn off, 
about two quarts in amount, consisted of a dirty, grumous 
pus, and the gas pumped out of the receiving bottle was so 
abominably offensive as fairly to turn my stomach. The 
trocar-needle then entered another cyst, which gave about 
an ounce of clear, syrupy fluid. A spray of chloralum was 
kept playing upon the parts. I washed my hands in a stronger 
solution, and proceeded to draw down the cyst, and break up 
other adhesions, which successively came within reach. 
What with these adhesions, and with the small working 
space which the vagina of a virgin affords, every step of the 
cyst’s withdrawal was attended with dificulty. But this was 
finaily attained by the repeated introduction of two volsella 
forceps, the one over the other, Dr. Hunter and I making 
alternate traction. The cyst was found to be without a stalk, 
and closely attached to the womb, which now presented it- 
self at the opening, but no coil of intestines was felt during 
the operation. I at first thought of attempting the enuclea- 
tion of the cyst, but was afraid that, from retraction of the 
parts involved, some bleeding vessel might get beyond reach. 
So the left broad ligament was transfixed by a long-handled 
perineum-needle carrying a double ligature, and each half 
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tied. But, in order to get a button of tissue sufficiently large 
to prevent the ligature from slipping off, a portion of the 
cyst had to be cut off, leaving a circular opening in it as 
large as a silver half-dollar. Free drainage from the pelvic 
abscess was secured, by bringing all the ligatures out of the 
wound. 

The cyst contained a few smaller ones, and, in addition, 
several calcareous plates. Decomposition had been limited 
to the mother-cyst, for the contents of the small ones were 
clear, glairy, and sweet. 

My patient lay for several days in rather a critical con- 
dition, her only encouraging symptom being unmitigated 
crossness. No peritonitis kindled up, but septic symptoms 
still held on, and with them a copious and very offensive dis- 
charge from the vagina. She had no control over her bladder, 
and threw up all her food and medicine. Rectal suppositories 
of quinia were therefore resorted to, and enemata of beef- 
essence and whiskey. As mere vaginal injections did not 
sweeten her person, and as her body-heat and pulse kept up, 
I began, on the sixth day, to wash out Douglas’s pouch twice 
daily with a solution of two drachms of the liquor sodze 
chlorinatze to a quart of water. This was thrown into the 
peritoneal cavity through a flexible male catheter. Every 
irrigation brought away a very grumous and offensive matter. 
The first one gave her much relief, and lowered her pulse 
and temperature. From that day she began to mend. These 
irrigations were kept up for ten successive days. ‘Then they 
began to give her a good deal of pain in the wound, and were 
accordingly discontinued. 

Her convalescence was steady, but by no means speedy. 
Some time elapsed before her appetite came back, and then, 
from a hysterical dysphagia, she could not swallow solid food, 
Either from the seton-like action of the ligatures, or from the 
walls of the abscess, a free and offensive discharge kept 
on. It was not until April rst that she was able to sit up in 
bed, and not until two weeks after, that she could be helped 
into a chair. ‘The ligatures, however, still held on; and she 
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was up and about while they were hanging out of the vagina. 
Their presence annoyed her very much, and she grew morbid 
about them. On April 26th, she worked herself up to a 
pitch of desperation, and, giving the ligatures a violent tug, 
tore them off. A momentary pang of pain was followed by 
the escape of about four ounces of blood. I saw her shortly 
afterwards, and at once put her to bed. Pelvic soreness 
lasted for several hours, but nothing worse came of this reck- 
less act. She fared better than she deserved, and by next 
week she will be well enough to go home. 

As far as I can discover, my case makes the eighth of the 
removal of an ovarian cyst per vaginam. All of them took 
place in this country. ‘The first published case was that of 
Dr. T. Gaillard Thomas,* who met with it in 1870. The 
cyst ‘‘was equal in size to a large orange, . . . and could 
readily be pushed out of the pelvic cavity.’’ It contained 
from six to eight ounces of bile-like fluid, was without ad- 
hesions, and, after being emptied, ‘‘ passed without difficulty 
into the vagina.’’ It had a pedicle which was transfixed by 
a needle armed with a double ligature, and tied on each side. 
Dr. Thomas then cut off the cyst, together with the free ends 
of the ligature, close to the knot, and returned the stalk into 
the abdominal cavity. One suture sufficed to close up the 
vaginal wound. ‘The operation proved an easy one, lasting 
but thirty-five minutes. Owing to gross imprudence on the 
part of the woman, her convalescence was delayed by an at- 
tack of parametritis. 

The second case is reported by Dr. R. Davis, of Wilkes- 
barre, Pa.f From the size of the cyst and from the extent 
of the adhesions, it deserves more than a mere passing notice. 
On May 29, 1872, Dr. Davis was called to see Mrs. J. T., a 
multipara, aged 29, and found her abdomen distended by 
two tumors of very nearly equal size. One of them proved 
to be the womb advanced to about the seventh month of 
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pregnancy; the other, an ovarian cyst extending upward 
several inches above the navel, and so low down as to fill up 
the pelvic cavity. On August 7th labor set in, with the os 
uteri almost beyond reach. Unsuccessful efforts having been 
made to lift the tumor out of the pelvis, the cyst was tapped 
per vaginam. It collapsed, the womb descended, and a still- 
child, presenting by the breech, was born without difficulty. 

Summoned again on September 15, to see his patient, Dr. 
Davis found the tumor had regained its original size and site. 
It now bulged down so low in the vagina as to be within 
easy reach, and presented a surface capable of a large incision. 
The previous use of the trocar had shown that the cyst was 
unilocular, and probably without adhesions. For these 
reasons it was decided to attempt its removal per vaginam. 
The operation, which was performed three days later, is de- 
scribed as follows: 


“The patient having been placed upon the table and etherized, was se- 
cured in the position of lithotomy. Two Sims’ specula were now intro- 
duced into the vagina, and held by Assistants; one making traction anter- 
iorly, and the other posteriorly. In this manner the posterior wall of the 
vagina, covering the tumor, was brought nicely into view. The vagina 
was now caught with a tenaculum, drawn well down, and incised through 
the fornix, to the extent of about four inches. After the hemorrhage, 
which persisted for some time, had ceased, the remaining dissection was 
made, the peritoneum being divided upon a bent grooved director. The 
shining cyst-wall was thus exposed. To my dismay, pretty firm pelvic ad- 
hesions were found to exist, and I confess to having had many misgivings 
at this point, as to the success of my undertaking. I proceeded, however, 
to sever the adhesions with my finger of far as that could be done; but they 
extended beyond the reach of the finger. The specula were now removed, 
and with the whole hand introduced into the vagina and through the wound, 
all the adhesions were broken up, first in the pelvis, then in the abdominal 
cavity between the peritoneum and the tumor anteriorly, and between the 
tumor and omentum; the hand being carried for that purpose to a point 
two inches above the umbilicus. The specula were now reinserted; the 
cyst was secured by a tenaculum and tapped with a curved trocar and 
canula. As the fluid all escaped, I had the great satisfaction of seeing the 
cyst, almost without traction, come down into the vagina and into my 
hand. The pedicle, which was long, was secured by a double ligature; the 
stump was returned into the peritoneal cavity, and one end of each ligature 
was left uncut and brought out at the lower portion of the incision. The 
cul-de-sac of Douglas was carefully spouged out, and two stitches in the 
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upper portion of the incision completed the operation; the lower portion 
being left open for drainage. ‘The patient rallied well. Indeed, the patient 
suffered less from shock in this case than in any other case of ovariotomy I 
ever witnessed. At no time, after the first evening, did-the pulse rise above 
ahundred. She recovered without a bad symptom, and, in four weeks after 
the operation, she called on me at my office perfectly well. One point in the 
history of the case, after the operation, deserves mention as bearing upon 
the question of vaginal drainage in ovariotomy. For four days after the 
operation there was an abundant watery, dark-colored, and very fetid dis- 
charge per vaginam, sufficient to saturate completely three or four times a 
day a folded sheet placed under her. The question arises, had this dis- 
charge had no outlet, would it not have produced either peritonitis or sep- 
ticzemia, or both? The tumor was composed of a single cyst of the right 
ovary, and weighed with its contents, about nine pounds.” 


The third case is described by Dr. J. T. Gilmore, of Mobile. * 
The cyst was movable and not larger than a small orange. It 
had a pedicle one inch and a half in length, which was tied 
and the cyst cut off. The vaginal opening was closed by 
three silver sutures, one of them being so passed through the 
pedicle as to keep the knot outside of the peritoneal cavity. 
Dr. Gilmore remarks that he ‘‘found the whole procedure 
extremely simple and easy. The whole operation was exe- 
cuted without a change of posture (Sims’s position), and con- 
sumed only about ten minutes.’? ‘The body-heat never went 
above 100, and all medical attendance was discontinued after 
the twenty-fifth day. 

The fourth case occurred in the practice of Dr. Robert 
Battey.| The tumor turned out to be a pedunculated der- 
moid cyst of the left ovary, as large asasmall orange. Itcon- . 
tained a ball of hair, and a bone-plate half an inch in length 
and a quarter of an inch in thickness. A ligature was thrown 
around the pedicle, and the ends were brought out. A loop 
of intestines and the right ovary followed the tumor through 
the incision. They were returned; no bad symptorn occurred, 
and the woman soon recovered. 

Dr. Clifton E. Wing reports the fifth case.t Defecation was 
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impeded by a small, elastic, and immovable tumor in Doug- 
las’s pouch. On February 10, 1876, an aspirator-needle with- 
drew two drachms of dark, bloody fluid, diagnosticated to be 
the result of ‘‘an old hemorrhagic effusion.’? No bad results 
followed this operation. On March 30 the hollow needle was 
again plunged in, and several ounces of the same kind of fluid 
were pumped out. All the ordinary symptoms of a mild 
septiceinia followed this aspiration, and she began to lose 
strength and appetite. On April 19 an exploring needle 
passed in per vaginam permitted the escape of a few drops of 
an ‘‘exceedingly offensive matter.’? It was now plain that 
the fluid, ‘‘ whether it came from an old hematocele, or from 
a hemorrhagic ovarian cyst,’’ ought to be removed at once. 
After opening Douglas’s pouch, the tumor was found to be an 
ovarian cyst as large as an orange. It was bound down by 
loose adhesions, which easily gave way before the finger. Its 
bulk being reduced by twisting, it was brought out into the 
vagina. It had no pedicle proper, but was readily enucleated 
by one finger. Some bleeding took place. The broad liga- 
ment slipped back into the abdominal cavity, and a coil of 
small intestines appeared at the opening. It was, therefore, 
closed by three silk sutures. These sufficed to prevent her- 
nia, but left room enough to introduce a catheter. Fetid fluid 
in the cul-de-sac gave rise to septic symptoms, but, after a 
daily irrigation through a double catheter, all these vanished, 
and the patient made a good recovery. 

Dr. W. H. Baker also publishes a case.* He aspirated per 
vaginam a small dermoid cyst. The sac suppurating, and 
hectic fever setting in, he successfully removed the tumor 
through a vaginal incision. 

While I was reading a paper on this subject in Boston, that 
distinguished ovariotomist, the late Dr. Washington L. Atlee, 
kindly furnished me with the following notes of another case 
of vaginal ovariotomy. ‘They show that his operation ante- 
dates all others, but, as he never published it, I put it last. 


“February 7, 1857, in consultation with Dr. William Corson, I visited 
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Mrs. H. S., of Swede’s Forge, Montgomery coupty, Pa. She was forty-seven 
years old, and had not passed the climacteric period of life. Her abdomen 
had been considerably enlarged, but was then smaller in consequence of 
vaginal discharges, which had occurred two or three weeks before I saw 
her. The fluid which escaped resembled gum arabic water, and had a some- 
what offensive odor. 

“Notwithstanding she was a wonran of spare habit, she had rapidly lost 
weight. The hypogastric region was enlarged and occupied by a tumor of 
less resistance than a fibroid, feeling more like a dense multilocular tumor. 
It was painful to pressure and scarcely movable. The pelvis was wholly 
occupied by a large and not very tense cyst, covered by the anterior wall of 
the vagina. On separating the vulva the mass could be seen. The cul-de- 
sac of the vagina was high up above the brim of the pelvis, and the vaginal 
canal could be traced going up back of the tumor. I passed my hand into 
the vagina, but the os uteri was entirely beyond reach. This examination 
gave considerable pain, and the hand came away stained with blood. The 
bladder was elevated into the left inguinal region, as ascertained by the 
sound. This accounted for an occasional difficulty in making water. 

‘Here there was a tumor occupying the hypogastric and pelvic regions, 
situated anteriorly to the uterus, forcing this organ and the bladder into the 
abdominal cavity, and stretching the front wall of the vagina overit. The 
case, however, was so unique that I could not make out a clear diagnosis. 
It was decided, however, to open the pelvic cyst through the wall of the 
vagina. This was done, and a considerable quantity of purulent-like fluid 
was removed. As the patient was suffering very much, further proceedings 
were postponed. 

‘‘March 13, 1857, I visited her with Dr. Corson again. He had, in the 
meantime, enlarged the original incision. The hypogastric tumor had di- 
minished in size, and the soreness had also decreased. The discharge had 
continued. The tumor in the pelvis had become more dense. It was found 
to be adherent to the parts around it, but most of the adhesions were easily 
broken up with the finger, while several bands had to be severed by the 
probe-pointed bistoury. I thus succeeded in detaching the lower portions 
of the tumor as far as the finger could reach. To accomplish this I had to 
enlarge the incision in the vaginal coat. As the case was a novel one, and 
the ground untrodden, it was thought best to suspend for the present further 
attempts, with the hope that nature itself might throw off the tumor. 
Should that not be the case, it was determined to bring down the mass by 
force, break up the adhesions, and enucleate the whole of it from its bed, 
and remove it. 

“March 25, 1857, we saw the patient again. Her health and strength had 
improved, but very little change had occurred in the tumor. Before pro- 
ceeding to the final operation, I made another careful examination. By 
means of a catheter in the bladder, and a finger in the rectum, I satisfied 

myself that neither of these organs complicated the case. 
' “The abdomen being well supported by Dr. Corson, I passed my fingers 
over the anterior portion of the detached tumor until the point of adhesions 
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was reached, and then with the other hand introduced the crotchet-shaped 
hook, and firmly planted it in that portion of the mass. By means of the 
hook, I was able to drag down the tumor, and, at the same time, by the fin- 
gers, to detach the adhesions, as these were brought within reach. In this 
way I finally succeeded in enucleatiug the entire front portion of the tumor, 
and rolling it entirely out of the vagina. There still remained.a large part 
of the tumor adherent posteriorly, and as the delivered mass interfered with 
the further progress of the operation, the latter wasexcised. The remainder 
of the tumor was equally adherent, and was managed in the same way, and 
the whole of it was finally removed. 

“On examinig the pelvis afterwards, the shreddy bed of the tumor alone 
remained. The small uterus could scarcely be recognized among the loose 
tissue, and still occupied an elevated position. Very little hemorrhage oc- 
curred, and although no anesthetic was used, the suffering was not intense. 
The tumor was very much mutilated by the efforts at removal, and proved 
to be much larger than had been suspected before the operation. It was 
ovarian and multilocular. September 30, 1858, Dr. Corson called to see me, 
and reported that Mrs. S. was entirely restored to health, and that menstrua- 
tion was more regular than ever before. April 4, 1875, I incidentally met 
the patient in Philadelphia at her son’s residence. She was the picture of 
* health, and had never been sick since the operation.” 


As bearing on the subject, I cannot refrain from referring 
to a very curious and perhaps unique case of the successful 
removal of an ovarian cyst per rectum. It happened in the 
practice of Mr. A. W. Stocks, surgeon to the Salford Royal 
Hospital,* who reports it as follows: 


“FE. J., aged 45, slightly built, married, had three children; she was last 
confined about twenty-two years ago. She menstruated regularly up to two 
years ago, irregularly till eight months ago, and not at all since. About 
eleven years back, a tumor about the size of a walnut appeared at the anus 
when getting out of bed, becoming larger on exertion. It was accompanied 
by faintness and uneasiness, especially when sitting down. She was always 
costive, and could neither micturate nor defectate unless she replaced the 
tumor manually. She had lately experienced difficulty in coition, The 
lump had increased in size during the last ten months, and had come down 
always while at work, producing a great deal of pain in the hypogastrium, 
more particularly when she was inthe upright position. She felt best when 
lying down. ‘The prolapse was large, being about the size of a small cocoa- 
nut. 

“ Varch 15, 1872, When she was placed upon the operating-table, and 
under the influence of chloroform, for the purpose of having the simple 
prolapsus ani, as it was supposed to be, relieved by operation, defecation 
took place, the contents of the bowel being expelled in such a peculiar 
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manner as to lead to the further and more precise examination of the tumor. 
It was then discovered that the orifice of the bowel, instead of being at the 
the most dependent part, was on the posterior aspect, and about half way 
between the edge of the anus and the lowest part of the prolapse. On in- 
troducing the finger into the rectum, a large mass was found to occupy the 
anterior fold of the prolapsed bowel, of globular shape, and capable of being 
encircled easily at its base. Per vaginam, the cervix uteri was found tilted 
forward and to the right side. The uterine sound could be passed only 
three-quarters of an inch, and a finger passed into the rectum could bo 
easily approximated to the one in the vagina over the tumor, clearly show- 
ing an absence of continuity between the uterus above and the mass below. 
Moreover, on rubbing the tips of the fingers together, a hardened cord could 
be felt slippiug between them. The conclusion, therefore, at once arrived 
at was, that this cord was the Fallopian tube, and that the tumor was a 
small ovarian cyst, which had fallen through Douglas’s pouch, become en- 
tangled with the prolapsed rectum, and protruded through the anus, drag- 
ging the uterus itself out of its normal position. It was evident, that to give 
permanent relief, it was necessary that this tumor should be removed. Ac- 
cordingly, an incision was made in the anterior aspect of the prolapse 
parallel to the axis of the bowel, and, after breaking down some slight ad- 
hesions posteriorly, a small ovarian cyst was easily turned out. The pedi- * 
cle was divided, after being secured by a strong hempen ligature, the end 
of which was left hanging out of the wound, and the wound was drawn to- 
gether by an interrupted suture. There was considerable hemorrhage, and 
the flaccid bowel was left outside the anus. 

“April 23. The protruded portion of the bowel was about the size of a 
walnut. Defecation was fairly under her control, and she could draw the 
prolapse back without manual assistance. The tumor was a unilocular 
ovarian cyst, and contained about five and one-half ounces of brown, 
slightly viscid fluid. The ovary and fimbriated Fallopian tube were at- 
tached to it.” 


Now let us analyze these cases: Dr. Wing’s case, Dr. 
Baker’s, and that of the girl before you, show that the removal 
of the fluid of ovarian cysts, by the aspirator, is by no means 
wholly without danger. Notwithstanding the small size of 
the hollow needle employed, and the precautions taken to 
avoid the introduction of air, this simple operation was fol- 
lowed in the three cases by putrefactive changes within the 
cyst, and in my own case, beside, by an outside lodgment of 
pus. T'wo other examples of this kind, both fatal, are furnished 
by Dr. P. F. Mundé in his unrivaled ‘‘ Report on the Pro- 
gress of Gynecology during the year 1875.’’*. In one, septi- 

* American Journal of Obstetrics, April, 1876, p. 146. 
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czemia was induced merely by the puncture of the cyst with 
the fine nozzle of a hypodermic syringe, and by the with- 
drawal of a few minims of fluid. In the other, one of a poly- 
cyst occurring in the practice of the reporter, peritonitis and 
septicemia were set up after the use of a fine aspirator- 
needle. Ina letter, Dr. Mundé kindly gave me the history 
of a sixth case, which occurred'in the practice of one of his 
friends. A single aspiration was followed by inflammation 
of the cyst, and by the generation of gas in its cavity. ‘The 
woman died with symptoms of rupture of the cyst. No 
autopsy was allowed. Such unfortunate accidents should 
warn us never to tap a cyst, unless we are ready to perform 
ovariotomy within twenty-four hours. 

The success attending the three cases of suppurating cyst, 
shows also that ovariotomists are undoubtedly right, in rec- 
ommending the removal of an ovarian cyst, even after grave 
symptomis of peritonitis or of septiczemia have set in. 

It also confirms the value of cleansing out the peritoneal 
cavity by irrigation. ‘The profession at large have hitherto 
had too great a respect for this serous membrane—a respect 
greatly enhanced in Philadelphia by the unfortunate exper- 
ience of one of my colleagues. In a case of extra-uterine 
(ventral) fetation at term, he had safely delivered the woman 
by means of a vaginal incision. For several days his patient 
did so well as to give every promise of a speedy recovery. 
But the discharges becoming offensive, a weak solution of 
potassium permanganate was thrown up the vagina. Intense 
pain was at once complained of, general peritonitis set in, and 
the woman, a few hours later, died in a state of collapse. 
The knowledge of this fact gave me some misgivings, for 
this was my first case of intra-peritoneal injections; nor were 
they allayed by the ominous shake of my colleague’s head. 
But the result far exceeded my expectations. Every injection 
brought away putrid matter, and from the very first one my 
patient began to mend. Nor need the fear, that air may be 
carried into the peritoneal cavity, deter one from resorting to 
these injections. Pure air must surely be less hurtful than 
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the fetid gas generated by putrefactive changes. And sol 
found it in my case, for the syringe was an imperfect one, 
and bubbles of air passed freely into the abdominal cavity. 
Besides, the experiments of Frédericq* prove that unfiltered 
air can with impunity be projected for hours, upon the peri- 
toneum of such warm-blooded animals as guinea-pigs and 
rabbits. 

Another lesson taught by my own case and that of Dr. 
Davis’s, is the great need for drainage in some cases of ovar- 
iotomy. In Dr. Davis’s case, there came away for four days 
after the operation, ‘‘an abundant, watery, dark-colored and 
very offensive discharge, per vaginam, sufficient to saturate 
completely three or four times a day a folded sheet placed 
under her.’? And he pertinently asks: ‘‘Had this discharge 
had no outlet, would it not have produced either peritonitis 
or septiceemia, or both?’ My case did not yield so great a 
discharge, but what came away was abundant enough to soil 
several napkins daily, and putrid enough to poison the air of 
a large ward. When, however, infection is guarded against 
by the spray, the exudations do not ordinarily decompose, 
and consequently do not often give rise to septic phenomena. 

In the treatment of the stalk, after vaginal ovariotomy, the 
ordinary clamp is, of course, out of the question; there is no 
room for it. A special one for this purpose might be con- 
structed, but its utility would be questionable. I should be 
loth to trust to anything short of the ligature. Enucleation, 
or even the use of the hot or the cold wire, might be followed 
by hemorrhage, and after the broad ligament springs back out 
of view, the bleeding point could not be secured unless the 
stalk were a long one. Had there not been in my case a 
lodgment of pus in Douglas’s pouch, I should have used the 
gut ligature, and, after cutting it off close to the knot, have 
closed up the vaginal opening. 

The scope of vaginal ovariotomy must necessarily be limited. 
Its performance is beset with too many difficulties to make it 
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a rival to the ordinary operation. But there are certain con- 
ditions, in which I am sure that it can be resorted to with 
greater advantage—when, for instance, a small dermoid cyst 
lodges in Douglas’s pouch, or a small purulent ovarian cyst 
bulges down into the pelvic cavity, and is firmly attached to 
it. Ifthe removal of the cyst through the vaginal incision 
prove impracticable, and the operator be driven to laparotomy, 
then, nothing more will have been done, than the prelimin- 
ary establishment of a probably needful drainage opening. 

Thus far there have been reported no fatal cases from this 
mode of removing an ovarian cyst. And, indeed, it stands to 
reason that in purulent cysts strongly adherent to Douglas’s 
pouch, the risk should be lessened; for fewer important 
structures are aggrieved, the chance of infection is not so 
great, and good drainage must, perforce, be established by 
the very site of the incision. 


LESSON XxXxXV. 


HYSTERECTOMY. 


HE removal of the womb itself is occasionally demanded. 
This operation is termed hysterectomy. ‘The need for 1t 


will arise in cases of malignant growths, or of fibro-cystic ) 


tumors of the womb, or in cases of rapidly growing or of 
otherwise hurtful uterine growths, in which the ovaries can 
not be safely removed. 

The incision is made precisely as in ovariotomy, but it 
will have to be made much longer, as the uterine tumors, be- 
ing generally solid, need to be turned out whole. Then 
again, the adhesions are far more vascular than those of an 
ovarian cyst, and far more working room is, therefore, needed. 

One great difficulty with regard to this operation is, that no 
two cases of uterine tumor are alike, and that each case, hav- 
ing to be treated on its own merits, requires prompt decision 
on the part of the operator. Other difficulties in the way, 
are the excessively short and vascular adhesions, the displace- 
ment of the bladder and the ovaries, and the frequent absence 
of anything like a stalk or pedicle. Further, the treatment 
of the pedicle is yet a moot question. 

In ovariotomy there is but one decision with regard to the 
treatment of the pedicle. This must be intra-peritoneal— 
that is to say, the pedicle is tied, cut, and dropped into the 
peritoneal cavity. But, in hysterectomy, the extra-peritoneal 
treatment of the pedicle is recommended by the majority of 
operators—that is to say, the pedicle, or cervix, is brought 
outside of the wound and clamped there. This is the practice 
of Keith, Thornton, Bantock and Tait, who are very success- 
ful operators. German operators, on the other hand, and with 
excellent results, first apply an elastic ligature temporarily 
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around the cervix, which is next cut off by a wedge-shaped 
incision. ‘They then sew the two flaps together by deep and 
superficial stitches, and drop the stump back into the peri- 
toneal cavity. In either mode of treating the pedicle, when- 
ever adhesions are numerous, drainage is generally resorted 
to. Some operators insert a glass tube at the lower angle of 
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the wound; others again pass a rubber tube into Douglas’s 
pouch per vaginam. 
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Of the intra-peritoneal methods I deem A. Martin’s, of 
Berlin, to be the best. Strict Listerism is observed, and the 
vagina is thoroughly washed and cleansed with a strong so- 
lution of carbolic acid, or of a one to one thousand of corro- 
sive sublimate. He first ties and cuts off the broad ligaments, 
and also the ovaries, unless the latter are so high up on the 
tumor that they can be removed together with it. Adhesions 
are now severed and tied; the bladder, if attached, is sepa- 
rated; and the tumor made free from every extra-uterine 
attachment. ‘The tumor is now turned out of the abdominal 
wound, and many sponges packed in the empty peritoneal 
cavity. Elastic tubing is thrown as low down as possible, 
around the cervix, or what purports to be the cervix, although 
much enlarged, and it is tightly drawn and tied (Fig. 105). 


Fic. 106. 
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THE FIBROID CUT OFF AND SUTURES APPIIED TO THE STUMP. 
(AFTER MARTIN.) 


The tumor, if large, is now split by a longitudinal incision, 
and each half removed by an oblique incision, meeting its fel- 
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iow and ending about two inches away from the tubing. The 
cervical canal above the tubing is cauterized by a saturated 
solution of carbolic acid, and its opening closed by an eiu- 
bedded figure-of-eight stitch, or by interrupted sutures, of gut 
or of fine silk (Fig. 106). If the pedicle be a large one, it is 
transfixed just above the rubber tubing by a double ligature, 


FIG. 107. 


DRAINAGE-TUBE INSERTED PER VAGINAM. 


and tied in halves. If it is not large, this mass-ligature is not 
applied; but in every case, the two flaps of the stump are 
sewed together by interrupted silk ligatures, and the stump 
covered with peritoneum. The elastic tubing is now re- 
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moved, and if bleeding occurs, the whole stump is sewed 
through and through by deeply-placed sutures. A utetine 
forceps is forced through Douglas’s pouch per vaginam, and 
a winged rubber drainage-tube is seized by it and pulled 
back into the vagina, which is dusted with iodoform, and 
loosely packed with iodoform gauze (Fig. 107). The abdom- 
inal incision is wholly closed up and treated, as in the opera- 
tion of ovariotomy. ‘To prevent the air from giving access 
into the abdominal cavity, the drainage-tube is bent upon 
itself in the vagina; but it is straightened out several times 
a day to let out the collected serum. 

Lange* uses a permanent rubber ligature, which is secured, 
not by its own knot, but by a strong silk thread. In one 
instance, in order to keep up the circulation of the distal end 
of the stump and to prevent its necrosis, he passed this rubber 
ligature around the stump underneath its peritoneai covering. 
The tissue of the stump was then excised in the shape of a 
funnel, so as to remove the mucous membrane of the cervical 
canal. At the deepest point the actual cautery was used, and 
a small quantity of iodoform poured over it. ‘The funnel was 
closed by deep cat-gut sutures, between which the peritoneal 
edges were adjusted by superficial sutures. 

The late Dr. Schroeder transfixed the womb near the os 
internum with a double ligature and tied on either side. He 
then cut the stump obliquely, sewed the wedge-shaped flaps 
together by two sets of deep sutures, and then stitched the 
edges of the peritoneum accurately together. t 

‘The reasons why the extra-peritoneal mode of securing the 
stump, is adopted by British surgeons, who have probably 
proved to be the more successful operators, are the danger of 
the sloughing of the stump, the risk of secondary hzemorrhage, 
aud the fear of infection from the septic mucous canal of the 
cervix. ‘The greatest danger is undoubtedly that from hem- 
orthage, because the large and vascular stump shrinks up so 
much, that any mass-ligature, with perhaps the exception of 


F * Medical News, June 12, 1886, p. 651. 
¢ Transactions of Obstetrical Society of London, Vol. xxii., p. 127. 
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Lange’s rubber-tubing, may constrict the blood-vessels for 
only a few hours. 

The main objections to the extra-peritoneal treatment of 
the stump are, (a) The impossibility of cutting off of commu- 
nication between the peritoneal cavity and the outside of the 
body,—which was the cause of the great fatality of ovario- 
tomy, until the intra-peritoneal treatment of the pedicle was 
adopted. (4) The necessary sloughing of the distal portion of 
the stump, a sloughing which is liable to be transmitted to’ 

+ the proximal portion—viz., that portion below the clamp— 
and to cause a dangerous putrilage to enter the abdominal 
cavity. (c) The excessive and painful tension on the stump 
and the consequent sinking in of the abdominal wall. (d) The 
slow healing by granulation of a large and deep abdominal 
sore; and {e) The necessarily weakened abdominal wall, often 
resulting in a ventral hernia. 

The preliminary steps of this operation are the same as 
those for the intra-peritoneal. Adhesions are severed, the 
broad-ligaments are cut, and Wells’s large locking forceps, 


Fic. 108. 


WELLS’S LARGE LOCKING FORCEPS. 


some straight and others curved, are applied to the bleeding 
edges. The bladder is freed from the tumor, which is now 
emptied of any fluid it may contain, and turned out of the 
abdominal wound. ‘This extraction is greatly faciliated by 
Thornton’s mode of ‘‘screwing -a nickle-plated corkscrew 
with a broad blade into the tumor, and using it as a handle.” 
For, if volsella forceps are used for this purpose, the vascular 
coat of the tumor is torn and much blood is lost. The cervix 
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is then secured immediately above the vagina, either by 
Keeberle’s serre-neud—which is a simply a small wire écra- 
seur—or by some such screw-clamp as Wells’s, Tait’s, or 
Atlee’s. 

The tumor, with the ovaries and tubes, is cut off, and the 


FIG. 109. 


Fic. I10. 


Tarr’s CLAMP. 


operator, now at his leisure, removes the locking forceps, one 
by one, and ties the bleeding points. The cervical canal is 
also cored out by a funnel-shaped incision, and disinfected by 
pure carbolic acid. 

It is well to remember, that in fibroid tumors the bladder is 
often dislocated and carried. up very high. It is liable, then, 
to be mistaken for a portion of the broad ligament and to be 
torn or otherwise injured. It is, therefore, a good plan not 
to empty the bladder before the operation, so that its outlines 
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may be well defined by the contained urine. In case of doubt, 
the sound should be introduced into the bladder. Before ap- 


ATLEE’S CLAMP, CLOSED. 


FIG. 112. 


ATLEE’S CLAMP, OPEN. 


plying the screw-clamp, it is advisable to crowd the mass 
together, by a preliminary silk ligature. Keith, who is the 
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only operator that uses this clamp, thinks that less sloughing 
takes place below the constricted portion, than when the 
wire clamp is used. His success—three deaths out of thirty- 
eight cases—is certainly phenomenal, and the best on record. 

After the screw- or wire-clamp has been applied, and the 
‘toilet’? of the peritoneum completed, the abdominal wound 
is sewed up as in ovariotomy; but some of the stitches are 
made to include the peritoneal coat of the stump, which is 
brought to the lower angle of the wound. If the adhesions 
have been extensive, a glass drainage-tube is introduced above 
the stump and along its side. ‘To prevent the slipping of 
the stump from the grasp of the clamp, it is transfixed by 
two long hair-lip pins, the points of which are afterwards 
covered with adhesive plaster, or with blunt tips which are 
specially made for the purpose. The raw surface of the 
stump is tanned by an application of a saturated glycerole of 
iron persulphate, the wound well sprinkled with iodoform, 
and the abdomen covered with a 50 per cent. iodoform gauze, 
which is also well tucked under the clamp, and packed around 
and over the stump. Over this, is placed a roll of cotton- 
wool recently baked, or of medicated cotton, which is kept in 
place by adhesive straps, and over all, a flannel binder. This 
dressing need not be disturbed for at least a week, and that 
portion near the clamp not for three or four days more, unless 
it be needful to screw up the clamp, or the wire, tighter. 


GHSSON XXXVI. 


THE NERVE-COUNTERFEITS OF UTERINE DISEASES. 


ENTLEMEN: The crying medical error of the day is, in 
my opinion, the mistaking of nerve-disease for womb- 
disease. From this widespread delusion it has come to pass, 
that no organ in the human body is so over-treated and, con- 
sequently, so maltreated, as the womb. Fine lesions of nerve- 
ganglia are hard to make out, however exacting their symp- 
toms. ‘Take, for instance, insanity or epilepsy; even in the 
dead-room their lesions often elude our instruments of preci- 
sion. But the womb, unfortunately, being reachable, seeable, 
and directly treatable, is charged with almost all the ills that 
female flesh is heir to; and it is, too often, made the scapegoat 
for headaches and nape-aches, for spine-aches and backaches, 
and for various other so-called uterine symptoms, which may 
be due solely to nerve-exhaustion, or maluutrition of nerve- 
ceutres, and not to reflex action from some real or some sup- 
posed uterine disorder. ‘Then, again, misled by traditional 
teaching, by such a name as woman (womb-man), by such a ~ 
misnomer as hysteria (womb-disease), we yoke our practice to 
theory. So, whenever we find a train of hysterzcal symptoms 
associated with a disordered or a displaced womb is a womd- 
man, we jump with doubled energy to the conclusion, that the 
uterine lesion is not a symptom, or a sequence, or a coinci- 
dence, but the factor, and at once proceed to treat it accord- 
ingly. Then, again, forgetful that the imponderables are 
great forces in nature, that a single mental stimulus to un- 
stable nerve-molecules will awaken many reflexes, we over- 
look the tyranny of woman’s over-senitive organization, and 
underrate the influence of nerve perturbations or of psychical 
disturbances. 


(519) 
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To substantiate these assertions, let me recall a case to 
your memory: Six weeks ago to-day, I brought before you a 
very helpless invalid, who, accompanied by her husband and 
her sister, had just arrived from one of our Southern States, 
after a long journey made on a litter in a baggage-car. She 
was a large, stout, and well-conditioned woman, forty-two 
years of age, and the mother of several children. Eleveu 
years ago she gave birth to her youngest child. The labor 
was easy, but her getting up was slow, and, when she tried to 
walk, she suffered so much pain, that before long she took to 
her bed, where she had stayed ever since, growing more dis- 
tressed and more helpless every day. During all this time 
she had, to use her own language, ‘‘ been doctored for womb- 
disease,’’? but without benefit. She could lie in only one 
position, viz., partly on her right side and partly on her back, 
with her knees drawn up and her hips higher than her head. 
To keep this unnatural and ludicrous posture, a large folded 
blanket and half a dozen pillows were needed. Then, she had 
a thick pad placed between her knees and a perforated one 
under her right ear. In addition, ‘‘to keep her womb up,”’ 
she wore a formidable-looking abdominal brace. Her lower 
limbs were, she alleged, paralyzed, and, in fact, as you will 
remember, I thrust a pin several times into them below the 
knee without inflicting the slightest pain. Her appetite was 
poor, her bowels extremely costive, her monthly periods 
regular, but painful and somewhat free. She was wakeful 
at night, full of aches and pains, and had an irritable bladder, 
which kept her and her nurse pretty busy. Her feet and 
hands were always cold, and she complained of being always 
very tired. A more helpless creature could hardly be met 
with; a more padded and bolstered and upholstered one I 
never saw before. 

But the case turned out more promising than it first looked. 
As soon as I had laid eyes on the woman, and had asked her 
a few questions, I felt sure that her mind was more diseased 
than her body, and that she was, in short, hysterical. These 
conclusions were arrived at for the following reasons: Firstly, 
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she was too well nourished for a person with any serious 
uterine disease. Secondly, her skin, excepting that on her 
legs, was so over-sensitive that she would not let me palpate 
her abdomen, or make a vaginal examination. Zyzrdly, there 
was a suspicious capriciousness about her pains; they were 
too irregular and shifting for fixed organic disease. Fourthly, 
there was an indescribable affectation of suffering, an exagger- 
ated self-consciousness, which made her enjoy the description 
of her aches and pains. F2/thly, she wore the tell-tale hyster- 
ical mask; that is to say, while she spoke of her sufferings in 
language and tones consonant with their alleged severity, 
there was no play of the features, no movement of the facial 
muscles; her face was as blank and unmeaning asa mask. 
Lastly, her history revealed two nerve-shocks; the sudden 
death of one of her children just before her lying-in, and a 
family trouble—a skeleton in the closet—which had worried 
and fretted her for many long years. 

You will remember that, in order to make a thorough diag- 
nosis, I was obliged to put her under ether, and the following 
information was gleaned: The vagina was flabby and lax; the 
womb perfectly movable, but somewhat lower than it should 
be; the os externum slightly torn, but not enough to warrant 
an operation. The sound gave a measurement of barely three 
inches, and there were the usual signs of uterine catarrh. 
Now, such lesions should not make a woman bedfast. Many 
a poor woman is earning her daily bread by hard labor, and 
many a lady is faithfully discharging her social and domestic 
duties, although handicapped by reproductive organs in a far 
worse plight than our patient’s. SolI told you, then and 
there, that she was bedridden from her brain and not from 
her womb; and that I should pay very little attention to the 
latter organ, which had already been over-treated. 

To-day, after the lapse of six weeks, I, with no little pride, 
bring her again before you, to show you the result of the 
treatment. ‘The uterine lesions are not much better, and 
they probably never will be until the change of life; yet ner 
pads, and pillows, and bolsters, have been laid aside, and her 
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abdominal brace is no longer in use. Her last period was 
still free, but without pain. She moves about, as you see, 
without difficulty. She goes upstairs and downstairs all over 
this large building, and she has walked several of our long 
squares in the streets. Yesterday, she rode in the street-cars 
to a dentist, two miles away, and had six fangs out. To 
morrow, she starts alone for home. Now, what has brought 
about this marvellous change? And why is she so well, when 
her uterine troubles still exist? ‘These are the questions which 
I know you are asking yourselves, and I shall try to answer 
them as soon as she is out of hearing. 

Before making this case the text of my lecture to-day, let 
me briefly allude to another one which I have lately treated 
in my private hospital, and which is a sample of many others. 
A very weak and emaciated lady, sent to me for uterine 
trouble, had ptosis of the right eyelid, complete paralysis of 
the lower extremities, and such anesthesia in them that the 
prick of a pin could not be felt. She also had irritable 
bladder, weariness, wakefulness, costiveness, and cold feet. 
Further, she had a retroversion of a hypertrophied womb, 
which had been very ably treated by her physician. ‘These 
uterine lesions had drawn him off the scent, and had led him 
to the belief that they alone were the causes of her ill-health. 
But my reasoning was this: Why, if so, is she still helpless 
when the womb is kept in place by the pessary which she is 
wearing? I soon found out the true cause, which was mental 
distress at the engagement of her daughter with an unsuita- 
ble person. Without local treatment of any importance, and 
simply by moral and constitutional remedies, she left me in 
seven weeks’ time, not cured—for she did not stay with me 
long enough—but so immensely improved, that the ptosis, the 
paralysis, and the loss of sensation had disappeared; the con- 
stitutional symptoms had vanished; she had gained much 
flesh, and was able to walk about with the aid ofa cane. Of 
course, the cause of her worry was not removed, but the effect 
of the treatment made her better able to bear it, and not to 
exaggerate it. 
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I know of another sofa-ridden lady, of wealth, who had for 
many years been locally treated by some of our best gynecol- 
ogists. She was put on her feet and made well, by a family 
quarrel resulting in a prolonged law-suit. ‘These are the 
cases which are so constantly being cured by mesmerists and 
itinerants, and by faith and pilgrimages. I could give you 
the history of other such bedridden cases, sent to me for 
uterine treatment, which, without any such treatment what- 
ever, were restored to health. Many cases I have had which, 
of course, needed, in addition, some local treatment; but 
what I wish strongly toimpress upon you to-day is, that in the 
vast majority of bedridden or of sofa-ridden women, it is not 
so much any existing uterine trouble that puts them on their 
backs, as it is nerve exhaustion from some nerve-shock. 
For, in these days of mental overstrain, nerve-exhaustion, or 
neurasthenia as it is technically called, is a most common 
disorder in our over-taught, over-sensitive and over-sedentary 
women. It manifests itself by hysteria; by spinal irritation; 
by a lack of nerve-codrdination, and by a crowd of reflex 
symptoms, among which those of a uterine complexion often 
overshadow, and indeed outlast, all the others. 

I have not the time to go intoa study of that marvelous 
kinship which exists between mind and matter; but let me 
draw this too common picture from life: A young girl, who 
entered puberty in blooming health, with red cheeks and 
without an ache, is overtasked and overtaxed at school, and 
her health begins to fail. She loses her appetite, lies awake 
at night, and grows pale and weak. She has cold feet, blue 
finger-nails, and perhaps complains of infra~mammary and 
ovarian pains. Headache and backache, and spine-ache and 
an oppressive sense of exhaustion, distress her. Her monthly 
periods, hitherto without suffering, now begin to annoy her 
more and more, until they become extremely painful, and at 
these times dark circles appear under her eyes. Her linen is 
stained by a leucorrhcea, and bladder troubles soon set in. 
She is wearied beyond measure by the slightest mental or 
physical exertion; the short visit from a friend will upset her 
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for the rest of the day; a grasshopper is a burden to her, and 
she finally becomes very nervous or hysterical. Now, very 
unfortunately, the idea attached to this group of symptoms is, 
that the womb is at fault. A moral rape is, therefore, com- 
mitted by a digital or a speculum examination, and two 
lesions will be found—firstly, as a matter of course, the 
natural virginal anteflexion, and, secondly, a slight uterine 
catarrh. ‘These are at once seized upon as the prime factors, 
and she is accordingly subjected to a painful, an unnerving, 
and a humiliating treatment for the flexion and the endome- 
tritis. Unimproved, she drags herself from one consulting- 
room to another, until finally, in despair, she settles down to 
a sofa in a darkened room and becomes the spoiled pet, or the 
vampire, of the family. 

Now, Gentlemen, ten to one—yes, a hundred to one, for I 
speak from a large experience—this overwearied, brain- 
crammed girl needs a uterine treatment no more than you 
need one. Her anteflexion is natural, her leucorrhcea merely 
a passing symptom, her dysmenorrhcea a spasm. She has 
simply jaded nerves—worn-out ganglia—and unless they are 
treated, and in the way that I shall presently indicate, she is 
probably doomed to hopeless invalidism. 

You will naturally ask me, What is the explanation of 
such misleading symptoms? What means this headache, 
this backache, these uterine and vesical symptoms? What 
is the interpretation of these counterfeits of organic mischief? 
The precise pathology I cannot pretend to give, for the mys- 
tery of life has never been solved, and cerebration and inner- 
vation are still the riddles of the sphinx. But I take it to be 
essentially malnutrition of nerve-centres, followed by distur- 
bances in the circulation of the nerve-fluid, and consequently 
of the blood. ‘The nerve-centres of this brain-crammed girl, 
or of the worrying, fretting, and grieving women, to whose 
cases I have just referred, were unable to bear the strain 
thrown on them, and they broke down. But jaded nerve- 
centres make poor blood and faulty circulation, and from 
these come cerebral and spinal irritation and general ex- 
haustion. 
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Let me pursue the inquiry further, premising that the un- 
knowable can be described only in terms of the knowable. 
The vaso-motor system of nerves controls the calibre of the 
blood-vessels. It contracts them and it dilates them. On 
the equilibrium of these two movements of ebb and flow, de- 
pends that adjustment of wear and repair, which means health. 
On the other hand, disturbance in the relation of these two 
movements, is followed by disturbances which consist of local 
anzemias and local hypereemias. For instance, what is the 
blush of shame, but a temporary loss of control over the 
vaso-motor nerves by which the blood-vessels are dilated— 
capillary hyperzeemia? What is the pallor of fear, but another 
form of loss of nerve-control of greater energy by which the 
blood-vessels are constringed—capillary anemia? Thus shame 
makes us warm, but we shiver when afraid. Imagine now a 
woman, always disturbed by one or the other of these emo- 
tions—shame and fear—and you have essentially a very ner- 
vous or an hysterical woman. For, when all control over 
vaso-constrietors and vaso-dilators is lost, as I assume it to be 
in hysterical and nervous women, the same kind of blushing 
and blanching, which we see on the skin, is perpetually going 
on in the internal organs. Hence, the stable and unstable 
congestions and anzemias of certain localities; hence, the 
flashes of heat and the shivers of cold which these cases com- 
plain of; and from these alternate conditions come cerebral 
and spinal irritation, with headache and backache, and utter . 
weariness. The brain blushes, and headache and wakeful- 
ness ensue; it blanches, and the patient is drowsy and heavy 
with cerebral exhaustion. ‘The stomach blushes or blanches, 
and symptoms in accordance with each condition arise; hence 
we get gastralgia, flatulence, capricious appetite, and nervous 
dyspepsia. 

Some organs blush more than they blanch. Thus hypere- 
mia, or passive congestion of the lower portion of the spine, 
is often constant, causing backache and loin-ache. The 
womb and its annexes, being exacting organs in menstrual 
life, bear the brunt of the circulatory-disturbances, and are 
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usually blushing. The consequence is swollen, tender, and 
prolapsed ovaries, and congested wombs, with flexions and 
dislocations, with menorrhagia and leucorrhcea. But they 
also blanch, and amenorrhcea or scant menstruation results. 
Also, active neurosis of the uterine group of nerves takes 
place, with either local or reflex manifestations, which mimic 
grave structural lesions of the womb itself or of distant organs. 
From increased reflex irritability comes spasm of the circular 
fibres of the cervical canal, causing dysmenorrheea. All the 
sphincter muscles are liable to spasmodic contraction, and 
thus arise such mimicries of organic injury, as loss of voice, 
dyspneea, palpitations of the heart, irritable bladder, painful 
rectum, and difficulty in swallowing, in defecating, or in 
urinating. Thus are explainable those puzzling cases, in 
which the womb is in its natural position, and of its natural 
size, in which the sound readily enters, in which no lesion is 
appreciable, and yet painful menstruation, and backache, 
and bearing down, and weariness are complained of. So can 
we explain many cases of neuralgic ovaries. In these diseases 
structural changes cannot always be found, and yet they are 
so stubborn as to be shunned by all physicians. 

Sometimes there will exist a concurrence of essential and 
primary uterine disease, with secondary nerve-exhaustion, 
the former begetting the latter. We see this often in women 
hurt and worn-out by child-bearing, or in women exhausted 
_ by sexual excess. In these cases, there will be an exaggera- 
tion of the uterine symptoms, a localized hysteria. There 
will also be very commonly an hysterical bladder, mimicking 
vesical catarrh, and even stone; sometimes, indeed, a hyster- 
ical coccyx aping every symptom of traumatic coccygodynia. 
For hysteria is liable to billet itself upon maimed portions 
of the body, and especially upon those organs—such as the 
womb and bladder—which hold an emotional kinship with 
the brain. This kinship between the brain and the bladder, 
some of you will keenly appreciate on examination-day. 
Then, again, from the hyperemia and dysmenorrheea, de- 
veloped by the neurosis, we may get secondary structural 
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lesions, such as metritis, endometritis, and displacement, 
which may need a local treatment beside the general one. 
But, apart from these cases and those which clearly start from 
antecedent mischief to the reproductive apparatus, no good 
comes from local treatment. Nor do they respond much 
better to ordinary therapeutic measures. They stand, as a 
class, by themselves, and need a special treatment, which I 
shall soon describe to you. 

Manifold are the causes of nerve-exhaustion and of its close 
ally, hysteria, with its mimicries and counterfeited symptoms. 
The most common factors are those which produce fret, worry, 
or grief; in other words, mental wear and tear. ‘These are: 
crosses in love, disappointed affections, ill-mated marriages, 
skeletons in the closet, reverses of fortune, mental over-strain, 
the prolonged nursing of near and dear friends, and the loss 
of them by death. Absurd asit may seem, four of my patients 
were wholly prostrated by the new cares of sudden prosperity. 
and by the building and’ furnishing of their houses; while one 
of my patients invariably takes to her bed, when she dismisses 
a servant and engages another. Few school-teachers wholly 
escape this form of disease, and many of their pupils suffer 
from the brain-cramming, and the buckram proprieties of the 
boarding-school. The cause of break-down in the health ot 
several of my patients, was remorse at having used means to 
prevent conception, and, in one, at having resorted to crimi- 
nal abortion. ‘The climacteric, with its nerve perturbations, 
is responsible for causing this disease, and so also are sterility 
and sexual excess. The over-worked and the under-fed also 
suffer; but, it is not over-work that breaks down the nervous 
system so much, as the causes of over-work—the failures and 
disappointments of life, its carks and its cares. Life is big 
with shattered hopes and wrecked ambitions, and life is, there- 
fore, full of wrecked and shattered nerves. 

What are the symptoms of nerve-exhaustion? ‘Their name 
is legion, but the most common ones are those, which tradi- 
tion has labelled as the symptoms of womb disease, such as 
difficult locomotion and a bearing down feeling, headache 
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and backache, pain in the left ovary, and spinal irritation, 
weariness and wakefulness, cold feet and an irritable bladder. 
‘The sense of exhaustion is a remarkable one; the patient is 
always tired; she wakes up tired, she passes the day tired, 
and she goes to bed tired. She sighs a great deal, and her 
arms and legs fall asleep. Other symptoms not quite so com- 
mon are the cerebral ones, such as low spirits, bad dreams, 
nightmares, and night terrors; explosive sounds in the head, 
a loss of memory, the fear of impending insanity, the dread 
of being left alone, or of being in a crowd; inability to pro- 
trude the tongue, weakness of vision, morbid keenness of 
smell or of taste, and spinal chills and locking of the jaws pro- 
duced by the lower or the tremulous notes of the organ. 
The last symptom occurred in several of my patients, and 
prevented them from going to church. ‘The uterine reflexes 
are: uterine, pelvic, and ovarian aches, pendulum pains 
swinging from one ovary to the other, jerking muscles which 
cannot be kept still, a trembling or quivering in the abdomen, 
or a feeling that it needs support, which is often given by 
pressure with the hands. The abdominal organs display 
their interest in the general neurosis, by flatulence, by the 
swallowing of wind like a cribbing horse, and the belching 
of it in large and noisy volumes, by nervous dyspepsia, 
nausea, or vomiting, by either diarrhcea or costiveness, 
usually the latter; and by great exhaustion after a movement 
of the bowels. One of my patients had, to her great mortifi- 
cation, an urgent movement of the bowels whenever she re- 
ceived a letter from her husband; another one, when the 
door-bell rang, or when a friend called on her. Some patients 
are annoyed by clammy hands and feet, or weakened by pro- 
fuse sweats, sometimes local, often unilateral. Others are 
frightened by cramps, or by tinglings, by loss of sensation or 
by numbness in the extremities, which are deemed the per- 
cursors of paralysis. : 

Another very remarkable, and often very misleading symp- 
tom, is an aneurismal pulsation in the aorta. Repeatedly 
have patients been sent to me with a diagnosis of aneurism 
of the aorta, when their sole disease was nerve-prostration. 
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Abnormalities in the sexual feeling are not uncommon. In. 
most, all desire is absent, or coition is painful; in some, the 
sexual feeling is increased; in yet others, it is urgent, but can- 
not be gratified; in a few the dreams are erotic. 

For the treatment of this disease we are indebted wholly to 
one of our Trustees, and my valued friend, Dr. S. Weir 
Mitchell, and to him we owe a large debt of gratitude, for 
teaching us how to cure cases which had hitherto been the 
opprobium of the profession. Struck by his remarkable 
success, I followed his lead in those cases of back-ache and 
weariness and wakefulness which tradition has labeled as 
disease of the womb, but which display no coarse uterine 
lesions—cases with leucorrhcea, or with amenorrheea, or with 
menorrhagia, or with dysmenorrhea, and yet so clad with the 
livery of hysteria as to perplex alike the psychologist and the 
gynecologist. Then, again, I was led to combine this treat- 
ment with a local one, in those cases of undoubted uterine 
disease, in which the exacting constitutional symptoms were 
out of all proportion to the local lesions. The results of the 
rest, of the massage, of the electricity, of the seclusion, and 
of the feeding, which constitute this treatment, so far sur- 
passed my expectations that I can even now say with Horatio: 


‘Before my God, I might not them believe 
Without the sensible and true avouch 
Of mine own eyes.” 


Nothing is more easy than to make assertions; nothing so 
dreary as to narrate cases. Yet I fear that, unless I prove the 
former by the latter, you will be led to say with Mr. Great- 
heart, ‘‘These are but generals; come to particulars, man.’’ 
The particulars I shall limit to four illustrative cases, to but 
four out of very many; one, because local treatment was not 
adopted; another, because it was first tried and found want- 
ing; a third, because it preceded the constitutional treatment; 
the fourth, because it was kept up throughout the constitu- 
tional treatment. 

CaskE I.—On March 6, 1878, a tall and large-framed girl 
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of twenty was sent to me from a neighboring State. She was 
in wretched health, and had been an invalid for some five 
years. Hercatamenia began at the age of thirteen, and were 
for two years free from pain. ‘Then, from some unexplained 
cause, dysmenorrhcea began, which had gone on increasing 
until it was unbearable without anodynes. She suffered from 
aches all over her body, but more especially from back-ache, 
and from constant and very severe pain in both ovarian 
regions, the left being the worse. She had frequent fits of 
unconsciousness (hystero-epilepsy), out of which she awak- 
ened with frightful screams. Either ardor urine was present, 
or else a very obstinate retention, for which the only relief 
jay in the catheter. To complete the category of ailments, 
she had leucorrheea, a uterine tenesmus which kept her from 
walking, obstinate costiveness, and a loss of all appetite. As 
her mother informed me, with probably some exaggeration, 
not a week had passed by for five years without several visits 
from her physician, and many hundred miles had he driven 
simply to draw off her water. About a year before I saw her, 
she went to an adjacent city, and for several months was in 
the hands of a gentleman whose name is a warrant that she 
had the very best advice possible. He diagnosticated ante- 
flexion with stenosis, at least I so infer, because after a long 
local treatment he advised a ‘‘ cutting operation,’’ and, upon 
her refusal to submit to it, introduced a tent which lighted 
up a very severe attack of peritonitis. This made her worse; 
she became bed-ridden, and then began to suffer from wake- 
fulness, and also from severe uterine and ovarian colics, for 
which very large doses of chloral and of morphia were needed. 

On March Io, after a very careful examination, I found the 
womb and ovaries very tender, the former turgid, anteflexed, 
and somewhat bound down by adhesions. The sound touched 
an exquisitely tender fundus without any difficulty whatever, 
and gave a measurement of 2.75 inches. A few drops of blood 
followed its withdrawal. Feeling satisfied, both from her 
history and from this examination, that the dysmenorrhcea 
was partly congestive, and that the severity of the symptoms 
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was out of all proportion to the local lesions, I advised Mit- 
chell’s treatment. I may as well confess that I made there 
and then a uterine application—one of iodine. It was the 
first and the last one, however, and, I am now sure, a wholly 
needless one; but the speculum was zz sztu, and—well, I 
could not resist the temptation. On the next day, she was 
put to bed in a third-story room, and placed under the charge 
of anurse. Her aunt, at ieee house she was staying, and 
a most judicious lady, in not see her at all for the first week, 
then but once daily for a few minutes, and later in the treat- 
ment twice daily. ‘Throughout the treatment my patient 
saw no one else but her nurse, the woman who rubbed her, 
Dr. George S. Gerhard, who was kind enough to apply the 
electricity, and myself. She was not allowed to read or to 
write, and was at once put on a skimmed-milk diet, although 
she protested that milk and butter were poisons to her. T'wo 
days after the beginning of this treatment, she had a bad at- 
tack of retention of urine. I made the nurse pass the catheter, 
and sternly told my patient that this must never happen 
again. It never did. 

Apart from potassium bromide and morphia for the first 
few days, she got no other medicines than Trommer’s extract 
of malt, dialyzed iron, the zinc valerianate, and an occasional 
aperient pill. By March 18, she had reacked four quarts of 
new milk daily, and could sleep without narcotics. On the 
-19th she had her first breakfast, consisting of an egg and 
buttered toast. March 22, her courses came on withodt any 
pain whatever; she was indeed unconscious of the flow until 
she found herself wet. On the 28th, she drank throughout the 
day four quarts and a half of new milk, ate three boiled eggs 
with bread-and-butter for breakfast, and devoured actually 
one-half of a broiled chicken weighing four and a half 
pounds. To make a long story short, in this manner she 
went on with unmitigated appetite and uninterrupted im- 
provement. Not only was her next monthly flow also with- 
out suffering, but by that time she was free from any pain or 
ache whatever. She now could sleep ten houts at a stretch, 
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and nap it as well between her meals. On April 22, she be- 
gan to sit up in bed, and her mother was shortly afterwards 
permitted to visit her fora few days. Her astonishment at 
her daughter’s improvement was unbounded. Early in May, 
she was walking about the house, and later, in the streets. 
On the 14th her father came and took her home—well. 
‘‘ They left this morning,’’ wrote her aunt to me, ‘‘and a 
happier pair I have rarely seen.”’ 

During the forty-five days of her treatment, she drank two 
hundred and eight quarts of milk, and averaged two and a 
half eggs a day. Her waist expanded from eighteen inches 
to twenty-seven,. and she gained twenty-two pounds in 
weight. On the 15th of last August she wrote, saying, ‘I 
have been perfectly wellever since my return. I have walked 
with father two miles every evening, once over three miles; 
and, when I first saw you, I could not walk across the room 
without screaming with the pain.’’ I saw her on April 27th 
of the following year, and found her so much improved in ap- 
pearance, that I failed torecognize her. Apart from an occa- 
sionally irritable bladder, she deemed herself perfectly well. 

I have described this case somewhat at length, in order to 
illustrate the mode of treatment, and to show what it can do. 
But I must refer those of you*who wish a more detailed ac- 
count to Dr. Mitchell’s little book, entitled ‘‘ Fat and Blood, 
and How to Make Them.”’ 

CasE II is the wife of a physician who at my request 
kindly wrote out her history in the following letter: 


“JULY 15, 1878. 

“DEAR DocToR GOoODELL—I take pleasure in reporting my wife’s case 
before and since she came under your observation. 

‘‘She is now thirty-four years old, has been married eleven years, and has 
borne three children. In the first three years of married life there was no 
issue, until an operation of slitting the cervix, after which conception oc- 
curred. The first labors lasted from six to eight hours; the last one only 
half an hour, althongh the child weighed ten pounds and a half; none were 
instrumental. From this last acouchement resulted retroflexion, partial 
prolapse, hypertrophied womb measuring three and a half inches in length, 
and all the accompanying symptoms of that condition. There were present 
pelvic pains, great weariness, inability to walk even a block, cervical and 
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corporeal endometritis, and great pain in coition. She also, from the ex- 
trenie tenderness of the womb, could not bear the softest pessary. Finally 
menorrhagia set in so profusely that she would become unconscious during 
her periods. She was under the treatment of two eminent gynecologists * 
during three years and a half, but without lasting benefit. 

“In October last I called you in, and your diagnosis was retroflexion of 
an hypertrophied womb, with eversion and hypertrophy of the lips from 
laceration of the cervix at her last confinement. For this you suggested an 
operation, which you performed November I, of last year. Although wholly 
successful, this operation made no other change in her general condition, 
than in reducing the amount of her periods and in permitting the use of a 
pessary. You now urged a system of rest, electricity, massage, and diet, 
which was begun early in December. 

“Her condition at this time was inability to sleep, dreadful afternoon 
headaches, flighty neuralgic pains of great severity, constant back-ache, fre- 
quent and prolonged nervous chills, distressing palpitations of the heart, 
obstinate constipation, and extreme emaciation. Her weight was eighty- 
seven pounds, although the average weight in health had been one hundred 
and six. ; 

“During the treatment she gained twenty-four pounds—five pounds more 
than when in health. She has lost all traces of pelvic and neuralgic pain, 
sleeps from eight to ten hours undisturbed by sight horrors, walks long dis- 
tances without fatigue, has normal menstruation, is free from constipation, 
and has a very good appetite. The condition of the womb in position, size, 
etc., is normal, though she still wears the modified Hodge pessary intro- 
duced by you after the operation. 

“T very naturally watched this case with the greatest interest from its in- 
cipiency, and believe that the first permanent step toward a cure was your 
operation on the cervix; for so long as there was hypertrophy, applications 
gave no relief, and pessaries caused extessive pain. The next successful step 
was the seclusion, rest, manipulation, electricity and dietetic treatment, to- 
gether with the control you had over the psychical traits peculiar to hys- 
teria. Very truly yours, pS 


This was a very stubborn case, one which needed the firm- 
est moral treatment. At one time excessive vomiting set in, 
which lasted several days, and came nigh ending my patient’s 
life. Nothing stopped it but a cruel scolding, which was 
hard to give, as she was a gentle, lovable creature. Dr. Ger- 
hard, who administered the electricity, will bear me out in 
the statement that it was an exceedingly tough case. I meet 
her constantly, always looking perfectly well, and holding her 
own in flesh, although rine years have now elapsed since the 
treatment. 


* The late Drs. Peaslee and Atlee. 
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Cask III.—Some ten years ago, Mrs. Y., a very highly 
intelligent lady, from a neighboring city, came to consult 
me. She suffered dreadfully at each monthly period, and had 
constant ovarian pains and a wearying back-ache, which kept 
her on a lounge most of the day. She was also barren, and 
altogether in a pitiable condition. After a two months’ treat- 
ment, she returned home very much better, and soon after 
conceived. As pregnancy advanced, many of her old symp- 
toms came back, but it was hoped that maternity would rid 
her of them. ‘The shock of her labor, however, proved too 
ereat for her already shattered nervous system. She became 
far more wretched than before, and again sought my advice. 

At this time I found all her old pains and aches running 
riot. She got no relief from them night or day, without 
large doses of chloral. The slightest exertion, such as sew- 
ing, writing, and reading for a few minutes, greatly wearied 
her. Even the simple mental effort, of casting up the weekly 
housekeeping expenses of a very small household, upset her, 
and she had to give it up. The act of walking one block, or 
of going down a short flight of stairs, or of riding for an hour 
in a well-padded carriage, gave her such ‘‘unspeakable 
agony’’—to use her own words—that she would have an 
hysterical attack of screams and of tears. So emotional had 
this constant nerve-strain made her, that she could not sus- 
tain an ordinary conversation without giving way to tears. 
She had frightful night-terrors, and, indeed, could not sleep 
unless her hand was held by her nurse. Much of her time 
was spent in bed; in fact, she was practically bed-ridden. 

I tried in vain to wean her from her anodynes, and failed 
altogether in doing her any good, although many remedies 
were resorted to and various modes of treatment adopted. 
Finally, in sheer despair, I put her to bed, and began the rest- 
treatment, the electricity being applied by Dr. Wharton 
Sinkler. The first trace of improvement showed itself in a 
greater self-control, and in a lessening of her aches and pains. 
Next, smaller doses of the anodyne were needed, until it was 
wholly withheld. Then, she began to pick up an appetite, 
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which, towards the close of the treatment, became so keen 
that, between three good meals every day, she drank six or 
seven goblets of milk and of beef-tea. 

At the outset, I had stipulated for six weeks of this treat- 
ment, and it was with reluctance that my patient yielded to 
my wish. But when the time was up, she had become so 
impressed with the wonderful benefits she had received and 
was receiving, that she begged to have the treatment con- 
tinued for two weeks more. At the end of that time she had 
gained at least thirty pounds in weight, and had lost every 
pain and ache. Her distressing night-terrors had wholly dis- 
appeared, and she could sleep from nine to ten hours at a 
stretch. I now sent her into the country, where she con- 
tinued to mend, and astonished her friends by her scrambles 
up and down the steep hills. 

Nine years have now elapsed since her cure—and cure it 
may well be termed, for, although not by any means in rude 
health,,she stays well, and is able not only to fulfill all her 
home duties, but to undergo the dissipations and exactions 
of a fashionable life. 

CasE IV.—G. W., aged twenty-nine, has never been well 
since her first and only labor, eleven years before I saw her. 
Three years later, after nursing a sick child, she becaine bed- 
ridden. She could not get up on her feet, because she not 
only suffered acute pain, but all her pelvic organs then 
“seemed about to fall out.’? Even the act of sitting up in 
bed brought on vomiting and fainting. Her menstruation 
was scant, but attended with extreme suffering; her mic- 
turition frequent and painful. She also had violent uterine 
colics, which lasted several weeks at a time, and for which 
enormous doses of opium and chloral were needed. During 
these eight years, her physician, a very judicious practitioner, 
rarely missed seeing her once a day. But, during these at- 
tacks, he would often visit her three, four, five, and even seven 
times in the twenty-four hours. He early discovered a retro- 
flexion of the womb, but that organ was so tender that 
neither he nor a distinguished gynecologist, who was also 
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consulted, could find a pessary which she could bear. For 
many years, she used once or twice daily a vaginal injection 
of a gallon of hot water, and had very appropriate topical 
treatment. Nothing, however, did her so much good as 
eighteen applications of leeches to the cervix uteri, during as 
many successive monthly periods. Under this treatment her 
appetite and sleep improved. 

On September 25, 1877, she was placed on a litter and 
brought to me by her physician, after a long journey by rail. 
A more wretched creature I have rarely seen. She was pale, 
thin, and helpless, hysterical to the last degree, and greatly 
weakened by night-sweats. ‘The retroflexed womb measured 
over three inches; it was heavy and dense, enlarged in every 
direction by areolar hyperplasia, and very tender-to the 
touch. ‘The cervix was studded with small cysts. ‘The next 
day I put her on tonics and began a local treatment. After 
straightening the womb by rapid dilatation, and emptying 
the cysts, I succeeded in fitting her with a Hodge pessary. 
Finding that she mended very slowly, on November 5, I 
began the use of massage, without, however, discontinuing 
local application. A few weeks later, Dr. Wharton Sinkler 
applied the electricity. She began at once to get better, and 
that rapidly. By January 11, 1878, she had increased in 
weight from eighty-three pounds to one hundred and nine- 
teen. Eleven days later she walked nine of our city squares 
—that is to say, very nearly a mile—to my office, to report 
an additional gain of four pounds, making forty in all. 
Shortly afterwards she went home, by no means cured of her 
uterine troubles, but wonderfully bettered in her general 
health. On May 27 she wrote me, that home cares and the 
hardships of poverty had caused her to relapse somewhat, and 
that during the catamenial week she was obliged to keep cn 
her back. But, she added, ‘‘After eight successive years in 
bed, I feel it a great blessing to be able to tend my own wants.”’ 
On November, 29, 1878, she came without assistance to my 
office. I found her somewhat less fleshy, but able to be up 
and do her housework. During the catamenia she now had, 
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on account of pain, to lie down only for four and twenty 
hours; but at other times she was free from aches, and con- 
sidered herself very well. 

Now, while I grant that this was not a cure, yet here was 
a woman with an incurable disease of the womb, bed-ridden 
for many years, and with so many exacting symptoms as to 
become the bugbear of her physician, sent home quite able 
to take care of herself, and so much better as to astonish her 
physician and her friends. This was a success which, under 
the circumstances, no other treatment could have gained. 

While I deem the rapid increase in flesh in these cases a 
very trustworthy token of returning health, yet the success 
of the treatment does not always depend upon it. A single 
lady, who had excruciating suffering at her monthly periods, 
defective locomotion, and other marked uterine symptoms, 
besides great nervous exhaustion, became well, although she 
gained but five pounds. A sterile lady witha heavy and ten- 
der retroflexed womb, and with prolapsed ovaries, was wholly 
relieved of ovaralgia, menorrhagia, and other grievous sexual 
symptoms, which for years had embittered her existence; yet 
her gain was but seven pounds. On account of the slow and 
inappreciable increase in the weight of these patients, I at 
first feared a failure, but they turned out to be signal cures. 
Another lady, also, with prolapsed ovaries, and with a coccy- 
godynia so severe that Dr. Mitchell and I thought seriously 
of removing the coccyx, was restored by him to health with 
but little gain in flesh. 

Many other analogous cases, either with or without uterine 
treatment, could be given, but these are enough to serve my 
purpose. 

Now, how is it that in these cases this treatment was fol- 
lowed by such success? ‘The symptoms were such as ninety- 
nine physicians out of a hundred would ascribe to uterine 
disease, and to uterine disease alone, and yet my patients got 
well with but little or no local treatment. What then is the 
nexus between the means used and the apparent uterine dis- 
order? ‘The explanation is, to my thinking, as follows: The 
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essence of the disease lies, not in the sexual organs, but in 
the nerve-centres. These lack-lustre-eyed, thin-blooded, ten- 
der-spined, and emotional creatures yrive a history of exhaus- 
tion, of wakefulness, of great nervousness, of cold extremities, 
and of constant back-ache and ovaralgia. In their treatment 
there are then five ends to be secured—nutrition, sleep, rest 
of body and of mind, freedom from pain, and an equable cir- 
culation. 

The question of nutrition is an important one, because 
these women are either wholly without appetite, or they re- 
ject wholesome food. Repair not equalling wear, the starved 
brain cannot repose, and the starving nerves clamor. By be- 
ginning the treatment with iron, with malt, and with a diet 
of skimmed milk, usually, after a week’s time, the patient 
begins to crave solid food. Fixed rations of wholesome food 
at fixed hours are now given, together with as much new 
milk between times as the patient can possibly digest, and it 
is wonderful how much food a delicate woman can soon dis- 
pose of. A goblet of milk is always given at bedtime, so as 
to distract to the stomach the morbid self-attention of the 
brain. Also, for its soothing and hygienic effects, the 
patient’s body is bathed every day by the nurse. By these 
simple measures fat is rapidly made, sleep is induced, and 
nerve pains are allayed, in invalids who have been reduced to 
the last degree of emaciation, and who have hitherto resisted 
every kind of treatment, even a local one for supposed or for 
real uterine troubles. 

Seclusion is indispensable, first to free the mind from care, 
and next to remove the invalid from the injurious home en- 
vironment. ‘There, surrounded by an atmosphere of injudi- 
cious sympathy, her whims are pampered into an unhealthy 
importance, and her slightest caprices anticipated. There, 
her counterfeits of uterine disease, her mimicries of organic 
hurt, are nursed into realities, and, there, she rules as an auto- 
crat. From this exalted position she must be dethroned. 
Again, seclusion puts the patient wholly under the control 
of her physician, a matter of vital importance, for there are 
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no hard-and-fast rules of treatment for restoring these women 
to health. Each case stands by itself; each case is a study; 
each has an. individuality to which the mental treatment 
must be adapted,.and the personal magnetism of the physician 
can alone supply the missing nerve-link between will and 
action. ‘To maintain the needful authority over his patient, 
requires the greatest tact, the greatest alertness on the part 
of the physician. Sometimes he must soothe, and praise, 
and comfort. Sometimes, imitating the example of the Good 
Interpreter, who first pulled Christian out of the Slough of 
Despond, and then scourged him well for getting in, the 
physician must rescue his patient from a relapse and then 
scold her for it. When the character is passive and the will 
limp, the task is easy. Far otherwise is it with strong wills, 
with the wilful, when a bright and intellectual woman, as 
she too often is for my comfort, chooses from the start to set 
herself in battle array. The treatment then becomes a trial 
for mastery; it is brains pitted against brains, and the phy- 
sician has to put more and more of himself into the encounter, 
until he begins to doubt very much whether he has any more 
left. Often have I lain awake, wondering what next was to 
be done, to save myself from the humiliation of a defeat or of 
a drawn battle. Often, when crossing the threshold of some 
room in my private hospital, have I, with my mind’s eye, 
seen my patient draw her rapier and stand at guard, ready to 
parry or tothrust. Discipline in the end usually triumphs; 
but the wear and tear of such a case is telling on the phy- 
sician. Knowing these facts from personal experience, and 
acting upon them, I have generally treated my patients away 
from home. Sometimes I have compromised the matter, by 
putting the patient and her nurse ina third-story room at 
home, but, as it were, under lock and key. 

The therapeutic effects of massage and of electricity, on the 
circulation, are very striking in nerve-exhaustion; but, while 
very analogous in their action, they need a somewhat extended 
explanation. The four principal movements of massage are: 

1. Stroking, friction, or surface rubbing. 
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2. Kneading, or deep rubbing. 

3. Tapping, or percussion. 

4. Passive and active motion, by movements of flexion, ab- 
duction, and rotation, the patient either being passive or 
resisting. 

The first two pleasantly stimulate into action the vaso- 
motor-nerves, and the terminal filaments of cutaneous nerves. 
They also exercise the muscles without volition, and, there- 
fore, without expenditure of nerve-force. Electricity does the 
same thing. Now, this isa very important item in the treat- 
ment, for all voluntary muscle-work is nerve-work, and the 
nerve-capital in these cases is too small to be drawn upon. 
Percussion, made by quick strokes with the ulnar margin of 
the palm, or with a wet towel, or with two rubber balls 
mounted on whalebone stems, temporarily stuns the nerves; 
aud these surprises effect molecular changes, by which lax 
fibre and tissues of loose consistency are strengthened. 
Again, both massage and electricity raise the body tempera- 
ture, stimulate the nervous system, promote the secretions, 
and increase the peristaltic action of the bowels. Also, the 
new and sharp impressions of electricity break up, as Anstie 
has shown, the mental attitude of morbid concentration on 
the hysterical or the pseudo-neuralgic pains. 

Thus, these two agents not only act as antidotes to the evils 
which come of prolonged rest, but they meet several impor- 
tant indications. Further, the assumption having been made, 
that in these cases there is disturbed circulation as well as en- 
feebled innervation, it follows then, when a pathological pro- 
cess is set up by an increased flux of blood to an organ, that 
whatever tends to lessen the amount of blood flowing to it 
tends also to restore it to health. Now, both electricity and 
massage increase surface circulation in the large vascular dis- 
trict of the skin; they flush its shallow arterioles. Again, by 
irritation of vaso-motor nerves, they also produce reflex 
changes in the circulation of deeper parts. But increased 
capacity in one vascular district causes lessened capacity in 
another. Hence the flux of blood is diverted from the blush- 
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ing, or congested, organ, and its circulation is lessened. 
Causing in this manner anemia of the brain, sittings of 
massage or of electricity are often followed by sleep. 

In all my cases, the interrupted current was most commonly 
used, the galvanic current being reserved for stubborn and 
deep-seated pains. In a large proportion of these cases, there 
was more or less of anzethesia in one leg—usually the left— 
accompanied by burning and cutting pains radiating from the 
corresponding ovary. Faradic excitability was at first always 
enfeebled on the affected side, but, after several applications, 
the muscles began to respond to the current, and motility 
was restored. In hardly a single instance did these nerve 
lesions lastlong. ‘The ovaralgia was, however, not so readily 
overcome, but it was very interesting to watch how surely it 
was rubbed out and faradized out—in fact, extinguished. 

The foregoing treatment was the one to which our patient 
of to-day was subjected, and to which she so marvellously re- 
sponded. Of local applications she had but four, and these 
were made, more for the moral effect than for any hygienic 
purpose. 

‘There is another class of cases to which this treatment is 
peculiarly adapted. I refer to that large group of uterine 
disorders which come from sexual excess. Excessive func- 
tional activity of the reproductive organs causes proportional 
exhaustion, and passive congestions of the nerve-centres. ‘The 
turgidity is perhaps most marked at the lumbar portion of the 
spinal cord, whence it begets morbid irritability of the sexual 
organs. Repeated coition then means repeated congestions 
and exhaustions. Again, when one of a married couple is 
too weak, or one is relatively too vigorous for the other, 
semi-passive congestion of the nerve-centres obtains, and the 
exhaustion becomes permanent. Sometimes it is the hus- 
band that suffers; and one would @ frzorz suppose that, since 
he alone of the two parts with a highly vitalized fluid, this 
would generally be the case. But it is not so, unless he hap- 
pen to have the germs of some hereditary disease, such as 
phthisis, lurking in his system; or he be past the prime of 
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life when he marries a young ora second wife. Strange as it 
may seem, it is the woman who receives, and not the mar 
who gives, that breaks down in health; but fortunately the 
nerve-lesions, being functional and not structural, are cur- 
able. ‘These cases have back-ache, leucorrhcea, menorrhagia, 
loss of sexual desire, weakness of the lower limbs almost 
amounting to palsy, uterine congestion, and the usual local 
symptoms and lesions resulting therefrom; but they will not 
be benefited in the least by a topical treatment. They need 
to be put to bed and to be built up by massage, electricity, 
and food. ‘They need especially to be separated from their 
husbands, and thus have both functional and physiological 
test. In one of my cases, treated, unluckily, at her home, 
a single stolen interview undid the work, and put my patient 
back. 

This treatment, I once saw act like a charm in one of those 
fat and flabby women, with feeble hearts, with menorrhagia, 
and with very exacting uterine and hysterical symptoms. 
This fat accumulates from insufficient oxidation, brought 
about either from impeded circulation or from impoverished 
blood, in which those oxygen carriers, the red blood-corpus- 
cles, are lessened in number. ‘This will sometimes happen 
after a post partum flooding, or, as I have lately seen it, from 
the prolonged hemorrhages caused by a uterine polypus. 
One finds it also in the muscles of paralyzed limbs. But to 
return to my patient, whose fat was probably due to menor- 
thagia; she was brought to me from a neighboring state, 
where she had been confined to her room for over four years, 
and had not been able to move from her chair to her bed, 
without the aid of crutches and that of her nurse. I first 
used the curette, then put her on a skimmed-milk diet, re- 
ducing the quantity daily until it seemed barely enough to 
keep her alive. Waste material was meantime eliminated by 
free purgation. Then, by good wholesome food, by equaliz- 
ing and stimulating the circulation through the use of mas- 
sage and electricity, by the use of digitalis as a heart tonic, 
and by very large doses of iron—thirty-seven grains of the 
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dried sulphate Jer dzem in the form of Blaud’s pill—to increase 
the number of red blood-corpuscles and thereby the combus- 
tion of the tissues, she got out of bed in eleven weeks’ time 
with a weight reduced from two hundred and twenty-tive 
to one hundred and eighty-six pounds, threw away her 
crutches, walked without assistance, and has since been doing 
well. 

This treatment answers admirably also, for the spurious 
womb-ails and nerve perturbations of the climacteric. Noth- 
ing so surely controls the heats and chills, the shiverings and 
sweatings, the nerve-tinglings and emotional explosions, so 
common at the change of life. Of course, it would be unrea- 
sonable to suppose that all local treatment is to be excluded 
from the Rest-Cure, as it is technically called. Putting a 
woman to bed cannot cure a torn cervix, or a cervical steno- 
sis, or an acutely bent womb. But, what I claim for it is, 
that it has in my hands cured granular erosion, menorrhagia, 
inter-menstrual ovaralgia, prolapsed ovaries, coccygodynia, 
and most of the diseases arising from passive congestion. It 
certainly is a specific for amenorrheea, or for scant menstrua- 
tion, and also for dysmenorrhcea when not dependent upon a 
sheerly mechanical cause—while, in the treatment of the | 
reflex uterine symptoms of nerve-exhaustion, nothing can 
compete with it. 

The lesson, then, which you will take home with you to- 
day is, that urgent uterine symptoms do not always come 
from uterine disease, and that there exist many nerve-counter: 
feits of uterine disease. 


LESSON XX XVII. 


SOME PRACTICAL HINTS FOR THE PREVENTION OF UTE. 
RINE DISORDERS. 


SPECIAL HINTS; GENERAL HINTS. 


ITHERTO the treatment of female disorders has been 

considered. I now purpose to suggest some means for 
their prevention. ‘To stamp them wholly out may be impos- 
sible, but the alert physician can do much towards balking 
their approach. On the one hand, by prudent forethought 
and by watchful care, be can guard his puerperal patients 
from disease. On the other, by forewarning, he can forearm. 


SPECIAL HINTS. 


Puerperal Convalescence.—Let the physician see to it that 
his patient has a good getting up, as well from a miscarriage 
as from a natural labor. ‘This will best be accomplished by 
his making labor a strictly anti-septic process. In every case 
of labor, the vagina should be syringed out with a quart of a 
1:2000 solution of corrosive sublimate, both as soon as the os 
has fairly dilated, and directly after complete delivery. Be- 
tore making his first examination, the physician will care- 
fully clean his nails, wash his hands, and disinfect them by 
rinsing them in a I:1000 solution of corrosive subiimate. 
With this same solution he will wet them, before making any 
subsequent examination. Handy mercuric tablets are pre- 
pared for this purpose and give no additional trouble. ‘The 
day is surely coming, when, to have a case of puerperal fever 
in one’s private practice, will be deeemed a crime. 

Lactation should be encouraged, and from the first day the 
diet should be generous. The canonical purge on the third 
day should be dispensed with; it weakens the body need- 
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lessly, and tends to promote the absorption of septic matter. 
Premature exertion must not be allowed. Ou the other 
hand, a recumbent posture ought not to be too rigorously en- 
joined. I feel persuaded, that this tradition of the lying-in 
chamber does more harm than good, for nothing so relaxes 
muscular fibre as a confinement in bed. In my experience. 
women feel stronger on the fifth day after labor than they da 
on the ninth or the fourteenth, if kept in bed. Among the 
ancient Greeks, these models of physical strength and beauty, 
the woman took a bath on the fifth day. ‘That this was also 
a custom of the Romans, is evident from a play of Plautus, 
entitled ‘‘Truculentus,’’ or the Churl, in which a woman, to 
see her lover, gets up and dresses on the fifth day. Since 
labor is in general a strictly physiological process, there can 
be no sound reason, why a woman should not sit up in bed, 
or even slip into a chair, whenever she feels so disposed. 
These are not idle phrases, but the conclusions of a long and 
well-sifted experience. Such movements excite the womb to 
contraction, and empty it and the vagina of putrid lochia, 
which may be incarcerated by a clot or by the swollen condi- 
tion of the soft parts. When, therefore, the lochia are offen- 
sive, these upright positions should be advised as being, in 
fact, better deodorants than any detergent vaginal injections. 
By equalizing the circulation and by increasing its force, 
they also tend to lessen the passive congestion of the womb 
as a whole, the engorgement of the placental site, and espe- 
cially that blood-stasis kept up by the dorsal decubitus in its 
now thickened posterior wall, which is, in my opinion, a 
very common cause of posterior displacements. 

The prolonged use of the obstetric binder is another factor 
in the production of female complaints. The binder may be 
useful for the first four-and-twenty or forty-eight hours after 
labor: for it fills up the void left by the emptying of the 
womb; it gives a grateful feeling of support; it hinders the 
occurrence of a concealed hemorrhage, and presents a bar to 
the ingress of air into the uterine cavity. But, when kept on 
simply for the purpose of preserving the shape, by paralyzing 
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those abdominal muscles which it is intended to strengthen, 
it not only defeats the object so dear to the heart of every 
woman, but it weakens the retentive power of the abdomen. 
It also does harm by crowding the intestines upon the womb, 
and the womb down into the pelvic cavity. Again, by for- 
cing backward, upon the vena cava and upon the pelvic veins, 
so hard a body as the womb, making it, in fact, the pad of a 
tourniquet, it impedes the freedom of the circulation in that 
organ, and greatly impairs the process of involution. Pha- 
raoh could have devised no surer way of overcoming the 
fruitful health of his Hebrew subjects, than by an edict en- 
forcing the prolonged use of a tight obstetric binder. 

The lochia must be watched. If, in the third week after 
delivery, they still linger on, the inference may safely be 
made, either that the cervix is the seat of unhealed lacera- 
tions, or that the process of involution is interrupted; or that 
both conditions co-exist, for the former usually determines 
the latter. Astringent vaginal injections or suppositories 
will now prove to be important therapeutic agents. To this 
local treatment, may be added a constitutional one of iron and 
quinia, the former according to previously given formulee, 
the latter in suitable doses, amounting in the twenty-four 
hours to from eight to twelve grains. Apart from its undis- 
puted tonic properties, quinia firmly constringes uterine fibre, 
and, therefore, greatly aids the process of involution. Ergot 
and strychnia are also useful remedies to fall back on; wine 
and beer must not be forgotten. If, after the puerperal 
month, pains in the back, leucorrhcea and other well-known 
symptoms indicate the presence of some uterine disorder, it 
is evident that involution has been retarded. The speculum 
must then be used, and the usual uterine applications made, 
beginning with the milder ones; for now, if ever, is the time 
by such means to treat the condition of sub-involution, or to 
cure other puerperal lesions. Ifa patient has previously suf- 
fered from uterine disease, she should, after delivery, be at 
once put on a treatment of ergot, quina, and strychnia. By 
shortening the excursions of uterine fibres in their alternate 
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contractions and relaxations, these medicines proportionately 
lessen the diastolic engorgement of the womb. I am not sure 
but Credé’s method of placental delivery, by supra-pubic ex- 
pression, acts in an analogous manner. It certainly empties 
the womb of all clots, and squeezes it down to its minimum 
capacity. Such a patient also needs the timely aid of the 
forceps; for its prevents that laxness of uterine fibre following 
a long and weary labor, and hence provokes a more complete 
involution. But for that matter, no lying-in woman should 
be allowed to linger on in the expulsive stage of labor, when 
her physicion possesses the requisite skill to shorten it. 

As has been previously shown, by the loss of the perineal 
abutment, the sustaining power of the vaginal column is ti 
paired, and the womb, congested by the irritation of the air 
which now gains access to it, will prolapse more and more. 
Hence, in order to prevent this mischief, the immediate 
operation should be performed, whenever the perineum is 
badly torn. If the cervix has been lacerated, it is question- 
able whether the immediate operation is suitable, but astrin- 
gent injections are proper and will tend to heal it. If union 
does not take place, involution will probably be arrested; nor 
will it be resumed until the injury to the cervix has been re- 
paired. The radical operation should, therefore, be performed 
as soon as the condition of the woman will warrant it. 


GENERAL HINTS. 


One potent cause of invalidism in our women, is that keep- 
ing up appearances, which infects every class of society. In 
other countries, where the wall of exclusiveness is insurmount- 
able, each class accepts the situation, and lives and moves in 
keeping with the needs of its station in life. Here, every one 
feels, or tries to feel, as good as one’s neighbor; but this feel- 
ing of equality, in one sense a virtue, is such no longer when 
the poor ape the extravagance of the rich. The man asserts 
his equality by his ballot; the woman, by her needle. In the 
one, this self-assertion is a periodic explosion, and he feels the 
better for it. In the woman, it is a life-long, heart-wearying 


548 PREVENTION OF UTERINE DISORDERS. 


struggle. Hence that endless cutting, and basting, and turn- 
ing; that perpetual needle-plying, which is the canker of so 
many of our households. Our very servants catch the folly, 
and spend all their wages and all their leisure, in vying with 
the toilets of their mistresses. By this foolish rivalry, the 
mothers and daughters of our land destroy the little health, 
that a false system of education has left to them. What 
physician is there, who has not seen ambitious mothers break 
down under the burden; or who does not expect some of his 
patients to be, at least, laid up by their spring and autumn 
dressmaking? One word here about the sewing-machine: 
While I do not believe all that is laid to its charge, yet its 
treadle motion does undoubtedly lead to pelvic and to portal 
congestions. In spite of myself, I have become convinced, 
that a woman, who operates on this machine as a trade, cannot 
escape from some uterine derangement. Even its family use 
is not unattended with risk, because, although intermittent, 
it is liable to be too prolonged. 

Were not the subject already too hackneyed, I might en- 
large, as other causes of ill health, upon late hours and social 
dissipations, upon that false and restless philanthropy which 
neglects home, and upon that unhappy discontent which for- 
gets that to be loved one must be lovable. Woman shines 
best and thrives best, not in the adulation of society, not in 
obtrusive self-assertion, but in the quiet and faithful perform- 
ance of her home duties. The heat and stir of life is food 
for man’s more rugged nature. The wholesomest passages 
of her life are those which, like the thesis of a symphony, 
are unpercussed and unaccented. 

The banishment of the corset from the waists of those, who 
have attained to years of discretion, would be a great boon to 
the sex; but the profession is powerless against the Moloch 
of fashion. ‘Their disinterested warnings in that direction, 
are like those of Cassandra, truthful, but unheeded. ‘The 
family physician can, however, do the next best thing, and 
that with some show of success. He can solemnly adjure the 
tightly-harnessed mothers of the land, not to allow their grow- 
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ing and romping daughters to put on the maternal armor. 
He can earnestly recommend them to wear the “reform 
dress,’’ or he can plead for the support of their underclothing, 
by the use of shoulder-straps or of skirt-supporters. ‘This 
advice is not untimely, for I am assured, on the good authority 
of a fashionable corset-maker, that even the school-girl of the 
period has an ideal waist—a waist to which she squeezes, and 
laces, and tortures herself down, for the simple reason that 
it is always more slender than her own. 

Too much brain-work, too little housework, is another 
crying evil of our land. Precocious cleverness is attainable 
only at the cost of physical and sexual development. Mani- 
fold diseases, many of them of a uterine complexion, date 
from the recitation-room. Nothing indeed more affects the 
regularity and the character of the monthly periods, than the 
modern system of educating girls. So common, indeed, is it 
for girls in boarding-schools to suffer, either from amenorrhcea 
or from irregular menstruation, that a general impression 
prevails in the community that some drug is secretly given 
at these schools to lessen the laundry work. In one school 
of great repute, so many of the girls missed their monthlies, 
that their physician very recently wrote to me, asking 
whether it was possible, 4s his patients suspected, ‘‘that, as 
their clothes were laundried in the building, something was 
given in their food or drink to produce this effect, for the 
purpose of saving the laundresses the disagreeable task of 
washing their napkins.”’ 

Under the high-pressure system of our public schools, even 
a class which ought to live by manual labor is made unfit for 
it. Hence, an inability to work attaches degradation to do- 
mestic labor, and town and city teem, therefore, with pale- 
faced and flat-chested women, who seem to have no other 
hold on life than a capacity for momentary enthusiasm; no 
other aim in life than to cultivate small hands, small waists, 
and small feet. Our great-grandmothers got their schooling 
during the winter months, and let their brains lie fallow for 
the rest of the year. They knew less about Euclid and the 
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classics, than they did about housekeeping and housework. 
But, they made good wives and mothers, and bore and suckled 
sturdy sons and buxom daughters, and plenty of them at that. 
From the age of eight to that of sixteen, our daughters spend 
most of their time, either in the unwholesome air of the reci- 
tation-room, or in poring over their books when they should 
be at play. Asa result, the chief skill of the milliner seems 
to be directed, towards concealing the lack of organs needful 
alike to beauty and to maternity, and the girl of to-day be- 
comes the barren wife or the invalid mother of to-morrow. 
Surely a civilization that stunts, deforms, and enfeebles, must 
be unsound! ‘To reform these abuses, to reclaim woman to 
womanhood, to make wives he/pmazes in the true sense of the 
word, is then one great mission of the physician, a mission 
which he must cheerfully and dutifully accept. 

Marcus Aurelius, St. Augustine, and other great and noble 
men, wrote with tender affection of what they owed to a 
mother’s love, toa mother’s care. If that imponderable es- 
sence, the mind, can be moulded and shaped by a mother’s 
heed, why not the body? Why should, not the culture of 
the one, be as much an object of maternal solicitude, as the 
culture of the other? To preserve, then, the priceless gem 
of health, let the physician teach mothers how to preside over 
the physical education of their daughters; how to pilot their 
frail bodies safely through the shoals and quicksands of girl- 
hood, for at this time of life, an ounce of mother is wortha 
pound of doctor. To this end, girls should be early made to 
throw back their shoulders, to maintain an erect carriage, and 
to walk with toes pointed outward. ‘This attitude puts into 
action muscles, which increase the obliquity of the pelvis to 
the trunk, and consequently lessens the downward pressure of 
the abdominal viscera upon the pelvic organs. Their cloth- 
ing should be thick and warm, and supported by shoulder- 
straps; their shoes stout and roomy; their brains not overtaxed. 
Candies, doughnuts, and hot biscuits must be struck out from 
their fare; such trash has made our dentists world-renowned. 
Habits of regularity in sleep, as well as in the evacuations, 
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should be scrupulously enforced. Over-work in a constrained 
posture, especially that at the sewing machine, must be for- 
bidden. Let them daily take sunshine and exercise in the 
open air. But, on the other hand, let them, during their 
monthly sickness, avoid picnics, sleigh-rides, dancing parties, 
and other imprudences. ‘The risks from suppression should 
be vividly pointed out, else they could hardly be persuaded 
to forego pleasures which, at such times, are fruitful sources of 
mischief. Mothers should, therefore, diligently supervise the 
catamenial week of their daughters, and at that time forbid 
all over-work of brain and of body. Would that all women 
could be taught to look upon the law of periodicity in their 
nature, not as an affront to womanhood, not as the mark of 
a curse, but asa dower of health and of beauty if respected, 
as the leaven of life-long invalidism when abused! 

Let mothers select the books which their daughters read. 
None of the namby-pamby trash of our circulating libraries, 
none of the prurient literature of the day, should cross the 
threshold of a well-ordered home. It heats the blood; it in- 
flames the passions; it goads on to precocious pubescence; it 
throws a halo of false and sickly sentiment around the day- 
dreams of youth. Let mothers themselves be implored, neither 
to buy nor to borrow those vile pamphlets, which flood the 
length and breadth of this land; a literature which, while 
professing in good faith to treat of the conjugal relations, 
covertly panders to our worst instincts, and defiles with the 
slime of an impure fancy. While on the subject of books, 
let me here urge upon you the perusal, and the circulation 
among your patients, of two most excellent works: the one, 
‘“‘Wear and Tear,’? by Dr. S. Weir Mitchell; the other, 
‘(Sex in Education,’’ by Dr. E. H. Clarke. A timely essay 
by Dr. Nathan Allen, on ‘‘Physical Degeneration,’’* can 
also be read with much profit. 

The sympathy between the breasts and the womb is so 
close as to have, in the treatment of post-partum hemorrhage, 
a positive therapeutic value. By condensing the womb and 
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by diverting the blood from it, lactation up to a certain point 
acts beneficially. But, by exhausting the woman’s strength, 
and by producing morbid impressions upon the womb, over- 
lactation becomes in itself a cause of uterine disease. It also 
very seriously compromises the health of the sucking child. 
Whenever, therefore, a nursing woman finds that the act of 
suckling is followed by a pain in the back, or by other 
symptoms of uterine irritation; whenever she suffers from 
dizziness, dimness of vision, sore mouth, shortness of breath, 
palpitations of the heart, or from night-sweats, she should be 
urged by her physician to wean her'child. 

Nothing so certainly undermines the uterine health as the 
wear and tear of nursing the sick. "The unwholesome air of 
a sick chamber, the close confinement, the selfish exactions 
of the patient, the broken rest, all tend to enfeeble the system. 
Then, the undue exertions made at arm’s length, such as in 
lifting or in turning a helpless invalid, so violently strain the 
diaphragm and the abdominal muscles, as to force down and 
permanently displace the womb. Forewarned by the phy- 
sician, the nurse, be she kin or be she hireling, will daily 
take a stroll in the open air, and in some way make up for 
loss of sleep. 


PIS SONY XR V ITT. 


THE RELATION WHICH FAULTY CLOSET-ACCOMMODA- 
TIONS BEAR TO THE DISEASES OF WOMEN. 


PRIVIES; EARTH-CLOSETS. 


HE sublime,’’ writes the great Burke, ‘‘ is an idea be- 
longing to self-preservation.’? Emboldened by this 
definition, I shall offer no apology for addressing you this 
morning upon an unsavory subject. For it is one—as I hope 
to prove—closely allied to the moral and physical well-being 
of the mothers and daughters of this land, to the vigor of 
their offspring, and, as a consequence, to the health and 
happiness of the community, and to the strength of the state. 
The important question of sewage, and cesspool-diseases, 
which is now agitating political economists, has a range far 
wider than those branches of medicine on which I lecture. I 
shall, however, limit my remarks to that aspect of it which 
directly concerns the good health, and more remotely the 
good morals, of women—viz., the relation which faulty closet- 
accommodations bear to the diseases of women. 

In adults, the state of health denotes a state of equilibrium 
between wear and repair—between construction and destruc- 
tion. But the statical condition is one necessarily disturbed 
by the smallest casfing-weight. Hence, very slight indeed 
may be the cause, which deranges the nicely-balanced relation 
between the functions of the various organs of the body. 
Thus, by the imperfect and unpunctual performance of the 
excretory functions, our food becomes our poison. The 
lengthened detention of feeces in the bowels, or of the urine 
in the bladder, begets a host of disorders, in man as well as 
in woman. But it is in the latter that they are more mani- 
fest. Irregularity or postponement in the evacuations of the 
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body, is perhaps a very common cause of uterine and of 
pelvic diseases. For, not only are local congestions produced 
mechanically by the irritation or the pressure from hardened 
feeces, and flexions of the womb brought about by the strain- 
ing efforts to empty the bowels; but the intimate interdepen- 
dence between the pelvic and the uterine plexus of veins on 
the one hand, and the portal system on the other, is at the 
root of all manner of female complaints. A congestion in 
the one determines in the other a like condition, which in 
turn confirms and augments the disorder of the former. It 
is, indeed astonishing how quickly a woman’s health declines 
from inattention to habits of regularity. ; 

Over-distention of the bladder, by drawing up the cervix 
and by thrusting the fundus backward, is undoubtedly a very 
common factor in the production of retroflexions and retro- 
versions of the womb. Almost every acute case of uterine 
displacement, and many cases of vesical catarrh, are thus 
brought about. ‘The very worst case of irritable bladder that 
I ever met with, occurred in a lady who, thirty years previ- 
ously, had traveled a whole day in a stage-coach without 
finding a fit opportunity for passing her water. 

Again, costiveness is the recognized cause not only of hem- 
orthoids, of pelvic and uterine congestions, and of disorders 
of the digestive apparatus, but also of feecal poisoning. For, 
if diseases breed from bad drainage and defective sewerage 
from without the body, how much more from bad drainage 
and defective sewerage within the body! Excretions retained 
in the body ferment and decompose; the pestilential gases 
thus generated, and the products of tissue-waste, being re- 
sorbed, degrade the blood, disable nerve-centres, and paralyze 
the action of vital organs. A mischievous reciprocation takes 
place, by which the cause and its effects aid and abet one 
another. ‘Take for instance the liver: costiveness makes it 
secrete less bile, and this torpidity not only causes a uterine 
congestion, but also reinforces the habit of constipation. So, 
in a measure, with every other organ: blood-disorder leads to 
morbid nutrition of nerve-centres, and this in turn still 
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further degrades the blood. ‘Thus is evoked that exaltation 
of nervous action, which so often becomes turbulent and un- 
controllable. Hysteria, chlorosis, and climacteric perturba- 
tions, are always linked with defective hematosis. 

Except as the result of this vicious circle, how else explain 
the proverbially bad health of women living in the country, 
and. of the poorer classes of women in cities? Show me such 
a woman, and you show me a costive creature, one whose 
whole life is spent in an unnatural struggle with the lower, 
but needful, calls of her body. This evil is in itself bad 
enough; but, unfortunately, it does not end there. Upon the 
good health of the mother depends the good health of the 
child. Feeble mothers beget feeble children—children who 
are carried from the womb to the grave, or who peak and 
pine under the heritage of ill health. 

Such, then, being the condition of the majority of Ameri-’ 
can women, what is the cause? ‘‘ Probably no single cause,”” 
writes a close observer, ‘‘has had so much influence in pro- 
ducing the peculiarly delicate condition for which women 
living in the country and in the small towns in America are 
notorious, as the discomfort, inconvenience, and frequent re- 
pulsiveness [and, I may add, indecent exposure] of their 
closet accommodations.”’ 

The ancients, who were wiser in their generation than we 
are in ours, set examples which we, in the nineteenth century, 
might in some respects usefully follow. ‘The cloacze of Rome 
are still the admiration of the architect. They were built so 
firmly as to have resisted the impetuous torrents of over seven 
hundred winters. To keep them in repair, public officers 
were appointed, who were called the curatores cloacarum urbis. 
Even a goddess—the fair Cloacina—was chosen to preside 
over them. But with us, how different! 

In the teeming tenement-house of any of our large cities, 
there is usually but one closet, and that is invariably a cess- 
pool, wet and foul, reeking with filth, poisoned by noisome 
stenches, defiled by lewd couplets or by obscene cuts, indecent 
from thin partitions and wide chinks, or from being preoccu- 
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pied by one of the opposite sex. Under such conditions, 
what woman can avoid schooling herself into the habit of re- 
sisting the evacuation of her bowels? In the small houses 
of tradesmen and of mechanics, the water-closet is rarely to 
be found; nor are the houses of the better classes always sup- 
plied with this luxury. The privy is, then, usually placed 
at the farther end of the yard, and approached by a long and 
unsheltered path. It is, therefore, almost inaccessible in bad 
weather or in dark nights, and is overlooked by the back- 
buildings of all the neighboring houses. ‘To a delicate 
woman, the exposure to the weather is a serious risk; to one 
who is menstruating, it is a constant menace; while to the re- 
fined woman, the exposure to view compels the postponement 
of her physical duties to nightfall, or until driven to them by 
a sheer necessity which knows no law. 

Nor does the condition of the closets in the country pre- 
sent a more agreeable contrast. In many parts of the South- 
ern and the Western States a clump of bushes, the shelter of 
a rock, the nearest grove, afford the only accommodations. 
But, take the most thickly-settled States, where is the small 
farm-house whose privy invites, rather than repels, an opera- 
tion of the bowels? ‘The very name of frzvy is a misnomer. 
How seldom is the building hidden by clumps of evergreen, 
or masked by any other disguise than that of a euphemism! 
How often is it not at an embarrassing distance from the 
house,—at the end of a long trail, or, at least, of a long ill- 
kept path, which frequently runs parallel with a street or 
with a road! Where, in the country, and for the matter of 
that, in cities also, is not to be found the privy made up of 
rough boards rudely spiked together, with cracks wide 
enough to destroy all privacy, with a door without a bolt and 
generally hanging by one hinge, with a crescent-shaped hole 
for a window, and with its sole article of furniture a barrel 
of rasping corncobs? When is it ever sheltered from the 
tude blasts of winter; or not poisoned by noisome stenches, 
acrid vapors, and unclean flies? After such an unsightly 
but truthful picture, can we wonder that the calls of nature 
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are looked upon as grievous dispensations of Providence, as 
hateful duties, which are to be put off as long as possible, and 
obeyed as seldom as possible? 

Imagine now broad daylight with its busy traffic, a rainy 
or a dark night, the grass wet with dew, or the ground 
covered with snow, or the temperature, perchance, many 
degrees below zero. Under such circumstances, what woman 
can respond to the calls of nature, without putting herself to 
great discomfort, to great risk indeed if she be menstrua- 
ting, or without blunting the edge of her womanly sense of 
decorum ? 

Nor is this last phase of the subject the least important. 
The shrinking from publicity in the performance of these 
functions, is neither ‘‘prudery’’ nor ‘‘false modesty,’’ but a 
virtue of which our women may well be proud. In those 
countries where woman most disregards it, there is she least 
chaste, and there is the license of language least bridled. 
Whatever refines the body refines the mind, and conversely. 
The one reacts upon the other for better or for worse. Our 
remote forefathers, who scorned clothing and cleanliness, and 
who eased themselves, like their cattle, wherever the desire 
seized them, were in appetite little better than cannibals, in 
temper and morals lower than the brutes. When they began 
to wash themselves, they began to clothe themselves; and, 
after the culture of the body, that of the mind followed asa 
matter of course. Thus soap becomes a great civilizer. 
‘‘Show me,’’ said the great Liebig—or in words to this effect 
—‘‘Show me the nation which consumes the most soap, and 
you show me one which has reached the highest grade of 
civilization.’’ So with regard to closets. ‘‘Show me,”’ say 
I, ‘‘the nation that gives the most comfort, the most privacy, 
the most solicitation, to the evacuations of the body, and 
you show me, in refinement, in education, and in morality, 
the foremost people on the face of the earth.” 

I have told you the bane; now what is the antidote? 
Clearly, such closets as a civilized Christian people—a people 
living im the nineteenth century—are not degraded in using; 
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closets that are decent, comfortable, and accessible; closeés 
that invite vather than repel—those in which an opera- 
tion of the bowels is not tantamount to being buffeted by 
Satan for a season. In cities, and in towns which are sup- 
plied with water-works and good drains, the use of the water- 
closet ought to become universal. In the country, where 
such a luxury can be attained by the rich alone, the earth- 
closet is the only substitute; and I cannot too strongly urge 
you to advise its use among your patients and neighbors. 
Set the example by using one yourselves; you will soon get 
back more than its money’s worth of comfort, health, and 
privacy. 

Although, at my request, this gentleman has kindly con- 
sented to exhibit to you the mechanism of his earth-closet, 
yet Iam not the advocate of his patent, or of any one of the 
patents now in the market. You must select the one, which 
seems to you to meet best all the requirements. I am con- 
tending simply for the principle on which these earth-closets 
are based, and for the moral and the hygienic advantages 
which they offer. A portable closet, like this one, not larger 
than an old-fashioned arm chair, can be moved about from 
room to room, or be put where it will be both private and ac- 
cessible. Nor will its presence poison the surrounding air, 
for there is no better disinfectant, no better deodorizer of 
organic refuse, than the dry earth contained in its hopper. 
Recognizing this property of earth, and also the laws of 
health, a wise Deity has, as the Creator, implanted in car- 
nivorous animals the instinct of burying their excrement. As 
the great Lawgiver, He commanded the Jews to do the same 
thing. What cats and dogs do by instinct, man should do as 
well by instinct as by divine command. Further: animal 
tefuse thus treated becomes a rich and available manure. 
Like that fabled giant of ancient mythology, it gains strength 
and vigor from contact with its mother—earth. 

One thought more: As our title doctor indicates, we ought 
to be the teachers as well as the healers of the community— 
the educators and the refiners of those among whom our lot 
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is cast. I once knew a member of our profession, a general 
Scientist, and withal a great botanist, who so moulded the 
tastes of his fellow-townsmen, that there is, I will venture to 
say, no other town in this country, which, in proportion to 
the number of its inhabitants, contains so many excellent 
botanists, geologists, mineralogists, conchologists, and ento- 
mologists. Few farmers in that county have not had a lib- 
eral education, and scores there are who can show a well- 
arranged hortus siccus, or give the botanical names of the in- 
digenous plants and weeds. The town in which he lived has 
at this moment more successful schools—normal, public, and 
private—than any other of its size in the United States. 
Now, what the late Dr. William Darlington did, each one 
of us can ina measure do, according to the talents vouch- 
safed to us. In scientific research, in the conflict of thought, 
our profession stands ever in the van. In that which refines, 
in that which uplifts soul and body, let it not lag behind. 
Begin, therefore, to teach as well as to heal; and the best 
lay-sermons you can at first preach are those against privies. 
Wage a successful crusade against these affronts to health 
and to decency, and you give better bone, better nerve, and 
better muscle to the state, and better morals to the people. 
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THE SEXUAL RELATIONS AS CAUSES OF UTERINE 
DISORDERS. 


CONJUGAL ONANISM, AND KINDRED SINS. 


ERTAIN causes of uterine disease there are, which I 
would gladly leave unnoticed, for it is hard, in acceptable 
language, even to allude to them. But, so wide-spread are 
the evils resulting from them, that to pass them by would be 
a flagrant sin of omission. ‘‘T‘wo things come not back,”’ 
said the Caliph Omar, ‘‘the sped arrow and the spoken 
word.’? Deeply impressed by the wisdom of this saying, I 
shall try so to speak on these delicate subjects, as never to 
regret what I have spoken. 

Arguing from a strictly practical and not from a senti- 
mental point of view, but with all reverence, I hold, that the 
love interchanged between man and woman is no mere 
operation of the mind, no sheer intellectual process. How- 
ever pure this passion may be, it is needfully two-fold in its 
nature. It is an alloy, made up, like ourselves, of body and 
mind; the grosser mould so interfluxed with the more ethereal, 
that the one finds its most passionate expression, in the fruition 
of the other. Abstract love between the sexes cannot, there- 
fore, exist in any other sense, than that engendered by blood 
ties. Forgetful of this absolute law of our being, sentimen- 
talists have judged too harshly of Abelard, and lavished too 
one-sided a sympathy upon Heloise. Without further com- 
ment, the ante-nuptial relations, at least such as custom 
commonly sanctions in this land—and, I believe, in no other 
—are, therefore, when prolonged, very disturbing elements 
to a young girl’s health. Long engagements, by keeping up 
a wearing nervous erethism, are not only recognized, but 
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even classified, by alienists, as one of the causes of insanity 
in women. Much more frequently, the nervous exaltation is 
spent upon the reproductive organs; for there follows an 
awakening of sense, which is not, as in man, appeased by the 
distractions of business pursuits. Uterine trouble from this 
source, any open-eyed physician will over and over again see. 
Now, it is true that in love affairs the physician must be no 
meddler; match-making is certainly not his business. But, 
as a tried and valued friend, as a brother beloved, he can 
speak out when others may not even hint. Or, when con- 
sulted by an anxious mother about symptoms in her daughter, 
plainly referable to the reproductive organs, he can disclose 
the cause, and thus be the means of hastening on the cure. 
If the caresses of lovers are prejudicial to good health, every 
like relation between the sexes must be exposed to like dan- 
gers. In too many rural districts, and in the lower classes of 
citizens, such license is tolerated in the social intercourse be- 
tween the youth of each sex, as must be destructive both to 
good health and to good morals. But, since it is not to my 
present purpose to appear as a social reformer, I shall confine 
my remarks to the hygienic aspect of the subject. The ‘‘old 
folks’? are shelved too soon. Young people are left too much 
to themselves, and thrown too much together. Their social 
gatherings are too rarely presided over by their mothers or 
their seniors. As a very natural consequence, their games 
become coarse, their forfeits immodest, and little by little this 
freedom from restraint is liable, finally, to degenerate into 
such gross familiarities, as would be improper even between 
affianced lovers. An unnatural sexual excitement is thus 
kept up, which must do physical harm. Of the moral harm 
I say nothing. In this matter, I am plainly at a loss to see, 
how a physician can interfere in any other way, than by set- 
ting a good example in the order and decorum of his own 
household. A nimbler wit than mine may work out some 
better way; if so, his be the credit: I do but throw out hints. 
The excesses of the honey-moon journey, conjoined with 
its fatigues and its discomforts, are too often the starting-point 
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of uterine disease. Here, again, will the family physician 
delicately proffer his counsel. In chosen words he can hint 
at moderation in all things, and suggest the avoidance of the 
usual exhausting round of travel and of sight-seeing. Such 
words will then, indeed, be words spoken in season. He 
must, still further, take cognizance of the sexual relations 
between husband and wife, relations which, when abused, are 
productive of much mischief. All excess in that direction he 
will discountenance. Unmastered importunity and too sub- 
missive an affection must be met by separate beds, by uncom- 
municating rooms, and if need be, by strong expostulation. 
Criminal abortion he must denounce, and that boldly, if he 
values the health and the happiness of his fellow-creatures, 
and a clear conscience before God and before man. 

But there are yet other secret sins which, like the plague 
of the frogs, creep into our ‘houses, and bed-chambers, and 
beds’’—sins which, although vile and filthy, concern us as 
physicians. The wise son of Sirach has laid down the ab- 
stract truth, that ‘‘the knowledge of wickedness is not wis- 
dom;’’ and yet, for the correct interpretation of diseases, we © 
must intrepidly search out their causes, whether moral or 
physical, however loathsome or impure they may be. Re- 
ceive, then, these necessary supplements to your instruction, 
in the attitude of true students; for to such, the knowledge of 
immorality cannot be immoral. 

Early in the practice of your profession, you will, I am 
sorry to say, find out that many of your patients, who should 
be the heads of large families, are practicing detestable arts 
to avoid offspring. You will, on the other hand, be ap- 
proached, perhaps indeed be hard pressed, by husbands, and, 
for the matter of that, by wives also, for some method of con- 
gress unattended with the risk of impregnation. You will 
also be consulted for the mental and bodily infirmities result- 
ing from these and other sexual sins. You must not, there- 
fore, go out into the world ignorant of these evils, and con- 
sequently incompetent to grapple with them. It is, however, 
so hard a task, to discuss such subjects in acceptable language, 
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that I confess to some squeamishness, and would much rather 
reter you to suitable text-books, were there any. But, unfor- 
tunately, there are none on these subjects, although our land 
is flooded with a prurient literature treating of the conjugal 
relations. Impudent quacks and men of battered reputations 
must not be your guides; far better it is for you to learna 
new thrust of fence from a friendly foil, than from the stab 
of a foe. 

My purpose is, less to discuss the moral obliquity of these 
secret sins of the community, than to show the resulting dis- 
orders. Yet I shall not limit myself to the one point of view, 
for the conjugal relation is twofold in its nature; it hasa 
moral as well as a physical expression, but so interwoven that 
it is hardly possible formally to dissociate them. Nor would 
it be wise for a physician so to do; for who so well as he can 
determine how far a disturbance in the one will affect the 
other? Moreover, so irreparable is the moral and physical 
degradation resulting from these vicious sexual relations, so 
damaging are they to good health and to good morals, so fatal 
to national prosperity, that I cannot go far astray in assault- 
ing them with every available weapon. 

You have all had a religious training, and respect the 
teachings of the Bible; let us see what light they throw upon 
the conjugal relation. ‘The first words addressed by God to 
our first parents conveyed the following blessing and com- 
mand: ‘‘And God blessed them, and God said unto them, Be 
fruitful, and multiply, and replenish the earth.’? The same 
blessing and the same command, in precisely the same words, 
were twice given to Noah. Abraham and Ishmael received 
the same blessing, and so did Isaac thrice in one chapter. 
Laban’s household sent away their sister Rebekah with the 
same blessing. ‘‘Give me children, or else I die,’’ was the 
cry of Rachel. Jacob called his offspring ‘‘the children 
which God hath graciously given thy servant;’’? and the 
same patriarch, when a-dying, raised himself upon his staff 
in order with greater solemnity to invoke upon his beloved 
son Joseph ‘‘blessings of the breasts and of the womb.’’ The 
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Psalmist declares that ‘‘ children are an heritage of the Jord: 
and the fruit of the womb is his reward;’’ while the curse 
pronounced upon idolaters by an indignant prophet is, ‘‘Give 
them a miscarrying womb and dry breasts.’? In Exodus we 
read, that if a man ‘take him another wife, her food, her 
raiment, and her duty of marriage, shall he not diminish.”’ 
Throughout the Old Testament, you will find that fruitful-. 
fulness was regarded by Jew and Gentile as the greatest of 
earthly blessings, and that, as such, it was the reward of the 
righteous, and, as such, it was withheld from the wicked. 
How a profanation of this blessing was regarded by God, you 
all know from the history of Onan, who was slain for disobey- 
ing a Divine command by resorting to one of the ‘‘ preventive 
measures’? in vogue at the present day. Again, in the New 
Testament we find St. Paul giving the following advice to the 
married Christians at Corinth: ‘‘Defraud ye not one the other, 

. . that Satan tempt you not for your incontinency. Let 
the husband render unto the wife due benevolence; and like- 
wise also the wife unto the husband,’’ etc. I have not the 
time to quote all that the apostle says upon the subject; but, 
mind you, this advice was given in troublous and presecuting 
times—times in which the temptation was great to prevent 
the increase of families—times to which the words of our 
Saviour were especially applicable: ‘‘ Woe unto them who 
are with child, and to them that give suck in those days.”’ 

To these Scriptural precepts and blessings you may per- 
haps object, that they were designed for special purposes, and 
that, as such, they cannot concern the present generation of 
men. While unwilling to admit this, I reply that there is a 
natural religion as well as a revealed religion: the one, God’s 
book; the other, Nature’s—a ‘‘Second Bible,’’ as Bacon hap- 
pily terms it. You have heard what the one enjoins; now 
listen to the teachings of the other. Let me turn to our 
Case-Book and read out the history of one of our clinical 
patients. Some of you have seen her in my private room, 
but, for obvious reasons, I have not brought her before the 
asseinbled class. 
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A. B., aged 30, married ten years ago, has had two children, one of them 
dying shortly after birth. Six years ago she and her husband came to this 
country and opened asmall store. She was at that time in robust health, 
“very happy,’ and cheerfully waited upon their customers. For no assign- 
able reason, her health soon began to fail, and six weeks ago she came for 
advice in a truly pitiable plight. To use her own language, she was ‘‘ very 
weak and miserable ;” ‘crying all the time ;’’ ‘cannot temember anything 
for ten minutes;’’ forgets the price of the goods in her husband’s store ; 
was ‘‘constantly mislaying needful articles, and making mistakes in mak- 
ing change.’? She was ‘‘ very suspicious,’’ fancied ‘‘that everybody was 
against her and talking about her,’? and confessed to being extremely 
jealous of her husband. In addition to these mental disturbances, she 
eructates large quantities of wind, is obstinately costive, has violent palpi- 
tations of the heart, and cannot go up one flight of stairs without getting 
out of breath. She often staggers, loses consciousness, and sometimes falls 
from vertigo; is annoyed by a persistent globus hystericus, and has no ap- 
petite whatever. The catamenia appear every three weeks, are abundant, 
but unaccompanied with pain. She has, however, a constant pain in the 
sacral and in the left infra-emammary region; also a frequent desire to pass 
water, and much ‘“ bearing-down”’ of all the pelvic organs. 


Without wearying you with every detail, in one word, the 
subjective symptoms of uterine disease, which she presented, 
were more numerous and more marked than I had ever before 
seen in one patient. In making a vaginal examination—to 
which she reluctantly submitted—I was struck with the ex- 
cessive sensitiveness of her tissues, and with the uncontrolla- 
able excitement under which she labored—symptoms hither- 
to in my experience limited to unmarried women addicted to 
self-abuse. I found the vagina crimson and hot, the womb 
tender to the touch, intensely congested, somewhat prolapsed, 
and in the first degree of retroflexion. The sound, passing 
through a patulous os internum, caused much pain at the 
fundus, and a slight hemorrhage upon its withdrawal. The 
os externum was surrounded by a collar of erosion, and 
plugged with the characteristic glairy secretion. Finally, 
she flinched from any pressure, however light, over each 
ovarian region. ‘The significance of these symptoms I ex- 
plained to her, but I need not to you. 

She then took me aside, and, unsolicited, told, me her his- 
tory. Being in straitened circumstances upon their arrival 
in this country, and withal anxious to lay by money, she and 
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her husband agreed to have no more children. With this 
view, she had submitted to the following fraudulent and one- 
sided expedient: at the height of the orgasm, the husband 
withdraws from her person, and thus sins as Onan sinned. 
For six years, such incomplete coitions had been practised, 
usually as often as five times, and never less frequently than 
three times a week. She had at first attributed her ill 
health to change of climate, but, quite recently, had begun to 
suspect its true cause, from an unexpected improvement in 
all her symptoms, during the casual absence of her husband 
on business. 

Prompted by this suspicion, she came to consult me as to 
its correctness, and actually, in case it was confirmed, to learn 
from me some other preventive method of congress. I ex- 
plained to her the sinfulness of her conduct, and urged her 
to receive the approaches of her husband in a natural way, 
as otherwise nothing could be done for her. ‘This, however, 
she flatly refused to do, saying she would much:prefer a sep- 
aration, or even a divorce from him. Upon inquiry, I learned 
that her ‘husband was not the man he used to be;’’ that he 
was morose and dyspeptic, complaining much of general 
weakness and loss of appetite. "Two weeks later, she came 
with much glee to say that by a mutual agreement this in- 
complete act of coition was in future to be limited to twice a 
week, and that she was now ready for treatment—whereupon 
I refused to have anything more to do with her; and I have 
not seen her since. 

You have heard, gentlemen, this sad history—the history 
of a woman whose health is shattered, whose morals are per- 
verted, whose mind is verging towards insanity. Now, what 
physical law of her being, what moral obligation, has been 
broken? Why has Nature been so resentful, and why these 
fierce reprisals? These are questions which press for an an- 
swer. 

The sexual instinct has been given to man for the perpet- 
uation of his species; but, in order to refine this gift and to 
set limits to its abuse, it has been wisely ordered that a purely 
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intellectual quality—that of love—should find its most pas- 
sionate expression in the gratification of this instinct. Dis- 
sociate the one from the other, and man sinks below the level 
of the brute. Destroy the reciprocity of the union, and 
marriage is no longer an equal partnership, but a sensual 
usurpation on the one side, and a loathing submission on the 
other. Consider the moral effects of such shameful ma- 
noeuvres; wedlock lapses into licentiousness; the wife is 
degraded into a mistress; love and affection change into 
aversion and hate. Without suffering some penalty, man 
cannot disturb the conditions of his well-being or trespass 
beyond its limitations. Let him traverse her physical laws, 
and Nature exacts a forfeit; dare he violate his moral obliga- 
tions, an offended Deity stands ready to avenge them. ‘That 
this law is immutable, witness, from the history read to you, 
the estrangement between husband and wife; witness his ill 
health and ill temper, and the wreck of body and of mind to 
which she has been reduced. 

The husband suffers mentally, because no maz can behave 
in so unmanly a way without a keen sense of self-abasement, 
without being stung by the chastisement of remorse. Dis- 
honor the body, the temple of the soul, and you dishonor the 
soul. Again, by this cowardly recoil, his enjoyment in the 
act is so blunted, that he is tempted to seek elsewhere for 
those pleasures which are denied him at home. Further, he 
suffers physically, because, although he passes through the 
crisis of the sexual act and completes it in that sense, yet, 
owing to his withdrawal from the person of his wife, just be- 
fore the moment of ejaculation, this acme of the orgasm, by 
the lack of the normal and needful adjuvant—viz., the rugous 
and constringing vagina—is not sufficiently prolonged to 
wholly empty the vasa deferentia. Enough of the semen 
remains behind, to tease his organs and to kindle in him de- 
sires, too importunate to tolerate any great self-control. He is 
thus goaded on to such sexual excesses as no brain nor brawn 
can long support; for a constant drain on the life-giving fluid, 
implies a constant expenditure of nerve-force. Early ex- 
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haustion and premature decrepitude will inevitably ensue, if 
this practice of ‘‘conjugal onanism”? be persisted in. Nor is 
this name a misnomer; for there is no essential difference be- 
tween this habit and that of masturbation. Both injure in 
precisely the same way, and for precisely the same reasons. 
It does, indeed, seem to be the law of Nature, that man must 
suffer the punishment of the onanist, if he parts with the 
‘“seed of another life’? in any other way, than in that by 
which it tends to become fruitful. 

The wife suffers the most, because she both sins and is 
sinned against. She sins, because she shirks those responsi- 
bilities for which she was created. She is sinned against, 
because she is defrauded of her rights. Lawful congress, 
completely performed, so far satisfies an imperious instinct, 
that attendant local congestions are at once relieved, and to 
great nervous excitement succeeds a calm repose a body 
and mind. On the other hand, conjugal onanism provokes 
in her, desires which keenly aalie that very gratification, 
which is denied by the nature of the act. The excessive 
stimulation of the whole reproductive apparatus remains 
unappeased. A nervous super-excitation continues, which 
keeps up, as in our patient, a sexual excitement and a hyper- 
zesthesia of the parts. By forfeiting her conjugal rights, she 
does not reach that timely conjuncture, which loosens the 
tension of the coarctative muscles of her erectile tissues. 
Hence, the congestive orgasm of the vagina, womb, oviducts, 
and of the ovaries, does not at once pass away, but persists 
for some time—perhaps is not wholly effaced before another 
incomplete coition brings a fresh installment. Thus arise 
engorgements, erosions, and displacements of the womb, and 
inflammation of its appendages, accompanied, of course, by 
all those protean mental and physical manifestations, which I 
have so often pointed out to you. She takes distorted views 
of life and of the marriage relation, and harbors resentment 
against her husband as the author of all her ills. 

But we have not yet done with the train of evils. The 
uterine, ovarian, and vaginal plexus of veins, inosculate 


LACK OF SEXUAL RECIPROCATION. 569 


freely with the hemorrhoidal vessels, and consequently with 
the vene portarum. Hence, the turgescence of the one group 
of blood-vessels leads to the engorgement of the other, and 
the persistent congestion of the intra-pelvic veins determines 
portal obstruction, and conversely. ‘The great vascularity, 
and the erectile structure of the reproductive organs, favor 
this turgescence. Asa consequence, functional derangements 
of the liver are commonly associated with uterine disease. 
No gynecologist has failed to observe, the alternate relation 
of cause and effect between these two conditions. ‘To this 
interdependence may we refer the costiveness, the vertigo, 
the loss of appetite, the dyspeptic melancholy, and the sus- 
picious nature of our patient. 

Again—for the ill effects of such practices accumulate— 
the very barrenness, aimed at by these criminal expedients, is 
in itself a source of disease. In sterile women, the absence of 
pregnancy and of suckling prevents a break in the constantly- 
recurring catamenia, and the physiological congestions of the 
womb augmented by the sexual congestions are, by ceaseless 
repetition, liable to become pathological. Add to this, the 
unrelieved congestions arising from incomplete intercourse, 
and a prolific source of uterine and of hepatic disorders is at 
once manifest. 

I wish, in this relation, to call your attention to another 
source of sexual trouble, for which your advice will be 
sought. Either from undue ardor on the part of the hus- 
band, or from the two frigid nature of the wife, the sexual 
crisis with him is over before hers is reached. Such misad- 
ventures are productive not only of unhappiness, but also of 
disease. Here, as in conjugal onanism, the female reproduc- 
tive organs are kept in a state of congestion, which is fol- 
lowed by like ill results, the difference being only in degree, 
and not in kind. For this lack of reciprocation—not, how- 
ever, necessarily fatal to impregnation—you will counsel to 
the husband, the practice of some self-denial as regards the 
frequency of congress, and greater self-control during the act, 
together with a recourse to such promptings, as a warm and 
an honorable affection may suggest. 
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But, to return from a digression, there are other artifices— 
nay, even equipments borrowed from the brothel—for the 
purpose of avoiding conception, which may well alarm pub- 
licists and statesmen. For, vile as they are, they have re- 
ceived the open sanction of those English political economists, 
who forget that crime and vice and human suffering in their 
land are due, less to ‘‘over-population and large families,”’ 
than to absenteeism, to the laws of primogeniture and of en- 
tail, to the grasping avarice of the rich, and to the intemper- 
ance, ignorance, and shiftlessness of the poor. All these 
expedients operate, by directly preventing the access of the 
spermatozoa to the uterine cavity, by destroying them, or by 
washing them away; but they are all hurtful equally to mind 
and to body. If it is hazardous for an overheated stomach to 
receive a glass of water—its natural and accustomed beverage 
—how much more will it be, to deluge the over-congested 
womb with such foreign fluids as simple or astringent injec- 
tions! On the other hand, those mechanical contrivances for 
limiting the range of the spermatozoa, so blunt the pleasure 
as to lead to unfaithfulness or to their disuse. Moreover, in 
common with eother teachers, I am old-fashioned enough to 
believe, that pregnancy is a needful condition to healthful and 
happy marriages, and further, that coition is innocuous only 
when complete in both husband and wife, and when the ger- 
minal fluid bathes her reproductive organs. It is not always 
possible to trace the relation between cause and effect; some 
link in the chain of sequences often eludes our search. ‘The 
modus operandi of many of our most common drugs is not 
known, and yet our confidence in them is not shaken, be- 
cause the counter-weight of our experience is greater. There- 
fore, for no other reason than that the common experience 
sanctions this postulate, I believe that the semen itself, aided 
of course by the general relaxation following the crisis, has a 
special property of allaying the congestive orgasm and the 
vascular turgescence of the venereal excitement. Be the 
mode what it may, at any rate so much disorganization of 
uterine structure takes place, in those women who have kept 
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themselves sterile, that they are rarely free from some womb 
disorder; and when, as they advance in life, they yearn to 
have children, they find to their dismay that they cannot con- 
ceive. Often and often, have I been begged by childless 
women, now longing to become mothers, to undo the mis- 
chief caused by such practices. 

For the limitation of families, some conscientious political 
economists recommend absolute abstinence. But, if the 
‘‘ nervous erethism’’ of long engagements is assigned by alien- 
ists as a common cause of insanity, and by physicians as a 
frequent source of uterine disturbance, what derangement of 
body and of mind may not spring from this forced continence! 
Perhaps, however, we are wasting words on impossibilities. 
There is a wide-spread delusion, as oldas the art of medicine 
itself, that intercourse, after the tenth day following the ces- 
sation of the menses, is not attended with the risk of impregna- 
tion. But ovulation is not necessarily menstruation; and he 
who constructs domestic time-tables or trusts to his almanac, 
will find that accidents can happen in the best-regulated 
family. If he protract the time of intercourse to a still later 
period after menstruation, he is liable to inseminate an ovum 
near the os uteri, and thereby produce placenta preevia. If 
he perform the act during menstruation, he is likely to bring 
about a pelvic hzematocele, a pelvic peritonitis, or even an 
extra-uterine pregnancy. Over-lactation, to avoid the dreaded 
accident of motherhood, is not only a very fruitful source of 
disease in women, but it very seriously compromises the 
health of the child; for it causes rachitis, cholera infantum, 
and the wasting diseases of children. On the other hand, if 
the mother, when pregnant, continues to nurse her child, in 
order to bring on an abortion, the child is sure to suffer from 
the deteriorated milk; and the mother, from the double de- 
maud upon her vital energies. 

In a late discussion before the British Medical Association, 
in which some of the foremost men of England took part, it 
was the unanimous verdict, that over-breeding does not pro- 
duce ill-health so much as efforts to prevent conception. * 


* British Medical Journal; Aug. 31, 1878, p. 321. 
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The venerable West accuses ‘‘ the imperfect performance ’’ of 
sexual intercourse, as one of the frequent causes of uterine en- 
gorgement, and of hypertrophy of the cervix.* I have seen 
four very remarkable cases of great turgidity of the womb, 
accompanied by excessive sensitiveness of the cervix, which 
were due to such practices. Bergeret records nine cases of 
acute metritis, with two deaths. Like disorders, from like 
causes, I ‘have so often seen, that, when called to a case of 
pelvic inflammation, I take it for granted that means have 
been adopted for preventing conception. 

‘“‘Ty man,’’ as Barnes very forcibly shows, ‘‘the ejaculation 
of the semen ends his physiological duties; but a woman, to 
complete the cycle of reproduction, must pass through con- 
ception, gestation, and parturition.’’ Hence, a disregard for 
these requirements of her very nature will assuredly predis- 
pose to uterine disorders. Marriage, without children, acts 
like a slow poison on the constitution of most women. 

But, there is yet another reason, and a very strong moral 
one, why the wife should not remain childless. ‘There can 
be no question, that the blood of the father mingles with that 
of the mother, through the medium of the child in utero. 
Hence, the transmission of blood-diseases from husband to 
wife. Hence the indelible impressions made upon a wife by 
the father of her offspring—impressions, both mental and 
physical, which, by character or by resemblance, she often 
transmits to her children by a second husband. Now, as Dr. 
J. P. Chesney suggests, + may not this account for the simil- 
arity of character and identity of tastes, and, indeed, for that 
wonderful personal resemblance, which sometimes develop 
between husband and wife? And does not this requisite 
alone fulfill the Divine interpretation of marriage, that ‘‘they 
are no more twain, but one flesh ?”’ 

There are, in fan no harmless or available means for thwart- 
ing nature’s plain intention; for, if they should not happen to 
injure the body, they assuredly will the mind. How immoral 


* Lectures on Diseases of Women, p. 80. 
{Medical and Surgical Reporter, Dec. 7, 1872, p. 490. 
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must be the effect when husband and wife meet, not ‘‘to en- 
dear each other’’—as Jeremy Taylor quaintly puts it—but to 
adjust accoutrements, to compound antidotes, and to consum- 
mate, with prearranged precautions and cold-blooded calcula- 
tions, a union which, for its perfect mental and physical fru- 
ition, should be spontaneous and unrestrained! All these 
artifices soil the purity of thought, and degrade marriage 
into a carnal compact which regards alone the needs of the 
flesh. 

Such, then, are my views upon these so-called ‘‘ misery 
checks’? and ‘‘common-sense measures;’’ and I feel that they 
cannot be gainsaid. I dare any political economist, to show me 
one innocuous expedient whereby conception can be avoided. 
I challenge him to name a single preventive plan, which will 
not do damage either to good health or to good morals. Eveft 
natural sterility is a curse. Show mea house without child- 
ren, and, ten to one, you show me an abode dreary in its 
loneliness, disturbed by jealousy or by estrangement, distaste- 
ful from wayward caprice or from unlovable eccentricity. 
Depend upon it, gentlemen, there are no thornless by-paths 
by which man can skulk from his moral and physical obliga- 
tions; no safe stratagems by which he can balk God’s first 
blessing and first command. ‘Therefore, as hygienists, if not 
as moralists; as physicians, if not as patriots; as guardians of 
the public health, if not as philanthropists, I charge you to 
frown upon such practices and take a bold stand against them. 
Else, see to it that in the end, you are not held to a strict ac- 
count for the knowledge you have this day gained. 


THE END. 
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Professor Rohé, who writes on Electro-Therapeutics, discusses at length the recent 
developments of Electricity in the treatment of stricture, enlarged prostate, uterine 
fibroids, pelvic cellulitis, and other diseases of the male and female genito-urinary organs. 

The applications of Electricity in dermatology, as well as in the diseases of the 
nervous system, are also fully considered. 


THE SECOND VOLUME IN THE PHYSICIANS’ AND STUDENTS’ 
READY REFERENCE SERIES. 


MAND-BOOK 
Materia Medica, Pharmacy, and Therapeutics 


By CUTHBERT BOWEN, M.D., B.A., 


Editor of “ Notes on Practice.”’ 


EXTRACT FROM THE PREFACE.—“ While this is essentially a SrupENT’s MANUAL, a large 
amount of matter has been incorporated which, it is hoped, will render it auseful reference-book to the youNG 
GRADUATE who is just entering on his professional career, and more particularly the individual whose sphere 
of work demands a more practical acquaintance with pharmaceutical processes than is required of the ordi- 
nary city practitioner. Great care has been taken throughout the book to familiarize the student with the 
best methods of administering the various drugs he will be called upon to use, and with this object a large 
number of standard prescriptions have been selected from the works of the most eminent authorities, which 
he can either adopt, with modifications to suit particular cases, or use as models on which to construct his own 
formule.”’ 

This excellent manual comprises in its 366 small criticism we can make on this volume is that it does 
octavo pages about as much sound and valuablein- || not claim enough.—Southern California Prac- 
formation on the subjects indicated in its title as titioner. 
could well be crowded into the compass. The book The book is one of the very best of its class,— 
is exhaustively and correctly indexed, and of a con- Columbus Medical Fournad. 
venient form. The paper, press-work, and binding This is a very condensed and valuable resume ° 
are excellent, and the typography (long primer and of the drugs recognized by the United States Phar- 
brevier) is highly to be commended, as opposed to macopeeia, and all the officinal and important 
the nonpareil and agate usually used incompendsof || preparations.—Southern Medical Record, — 
this sort, and which are destructive to vision and |! Dr. Bowen’s work is a very valuable one indeed, 
temper alike.—S/. Louis Med. and Surg. Your. || and will be found ‘‘to fill a want’’ beyond a doubt. 

In going through it, we have been favorably im- || —Cincinnati Medical News. — 
pressed by the plain and practical suggestions in It is short and concise in its treatment of the 
regard to prescription writing, and the metric sys- subjects, yet it gives sufficient to gaina very correct 
tem, and the other things which must be known in knowledge of everything that comes under this head- 
order to write good and accurate prescriptions.— || ing. Thisisa ready work for the country physician, 
Medical and Surgical Reporter. || who must of necessity have amore practical acquain- 

Many works claim more in their title-pagesthan || tance with pharmaceutical processes.—Medicad 
can be verified further on, but the only adverse || Brief. ; 


One 12mo volume of 370 pages. Handsomely Bound in Dark-Blue Cloth. 
’ Price, post-paid, in the United States and Canada, $1.40, net; 
in Great Britain, 6s. 6d.; in France, 9 fr. 25. 
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Basuore’s Improven Cuca Guar 


For the SBPARATE PLOTTING of TEMPERATURE, PULSE, and RESPIRATION. . 


Designed for the Convenient, Accurate, and Permanent Daily Recording of Cases in 
Hospital and Private Practice. ‘ 


By HARYEY B. BASHORE, M.D. l 


Case Ween Ye eee 2 ae ee ene Be FREES ST Se i 


OC | a a Se ee eee eee ee rey A LY mend ea Pee eae ee 


Oe aL A GIB 
MEME MEME MEMeMe/MeMeMeMe] 


‘AMVHO "WORIIO @.au0K8¥g ‘gS ‘H 


ape 

: 

COPYRIGHTED, 1888, BY F. A. DAVIS. _ f ms 

50 Charts, in Tablet Form. Size, Sax:1Sinches. 
Price, in the United States and Canada, Post-paid, 50 Cents, 


Net; Great Britain, 2s. 6d.; France, 3 fr. 60. 


The above diagram is a little more than one-fifth (1-5) the actual size of the chart and shows the 
method of plotting, the upper curve being ‘the Temperature, the middle the Pulse, and the lower the 
Respiration. By this method a full record of each can easily be kept with but one color ink. : 

It is so arranged that all practitioners will find it an invaluable aid in the treatment of their patients. 

On the back of each chart will be found ample space conveniently arranged for recording “Clinical 
History and Symptoms” and ‘ Treatment,’’ 

By its use the physician will secure such a complete record of his cases as will enable him to review 
them at any time. ‘Thus he will always have at hand a source of individual improvement and benefit in 
the practice of his profession, the value of which can hardly be overestimate » : 
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WROO Kite 


ON 


~The Physician Himself 


AND THINGS THAT CONCERN 


HIS REPUTATION AND SUCCESS. 


BY 


D. W. CATHELL, M_D., 


BALTIMORE, MD. 


Being the NINTH EDITION (Enlarged and Thoroughly Revised) of the “PHYSICIAN 
HIMSELF, AND WHAT HE SHOULD ADD TO HIS SCIENTIFIC ACQUIREMENTS 
IN ORDER TO SECURE SUCCESS.” 


In One Handsome Octavo Volume of 298 Pages, Bound in Extra Cloth. 
Priee, Post-paid, in United States and Canada, $2.00, Net; Great 
Britain, 8s. 6d.; France, 12 fr. 40. 


This remarkable book has passed through eight (8) editions in less 
than five years, has met with the unanimous and hearty approval of the 
Profession, and is practically indispensable to every young graduate 
who aims at success in his chosen profession. It has just undergone a 
thorough revision by the author, who has added much new matter cover- 
‘Img many points and elucidating many excellent ideas not included in 
former editions. This unique book, the only complete one of the kind 
k ever written, will prove of inestimable pleasure and value to the practi- 
_, tioner of many years’ standing, as well as to the young physician who 
; needs just such a work to point the way to success. ; 

We give below a few of the many unsolicited letters received by 


“Y 


: the wuthor, and extracts from reviews in the Medical Journals of the 

tC former editions: 

Gag «<The Physician Himself’ is an opportune and ««¢The Physician Himself’ is useful alike to the 

u most useful book, which cannot fail to exert a good | tyro and the sage—the neophyte and the veteran. It 
influence on the zoraZe and the business success of is a keaddight in the splendor of whose beams a 

ae the Medical profession,’’— From Prof. Roberts | multitude of our profession shall find their way to 

4 : Bartholow, Philadelphia, Pa. success.” —F rom Prof. ¥. M. Bodine, Dean Uni- 

“J have read ‘The Physician Himself’ with | versity of Louisville. 


‘= pleasure—delight. It is brimful of medical and “This replete with zood sense and sound phi- 
S: social philosophy; every doctor in the land can | Josophy. enead can roe it without realizing that 
study it with pleasure and profit. [wish 1 could | its author is a Christian, a gentleman, and a shrewd 


have read such a work thirty years ago.”"—F'rom | observer.”—From Prof. Edward Warren 

y yea ‘ ao é (Bey), 

Prof. Fohn S. Lynch, Baltimore, Md. | Chevalier of the Legion of Honor, eic., tee 
««The Physician Himself’ interested me so | France. 

much that I actually read it through at onesitting. | “J have read ‘The Physician Himself,’ care- 

It ai brimful of the very best advice possible for | fully. I find it an admirable work, and shall advise 

medical men. I, for one, shall try to profit by it.""— | our Janitor to keep a stock on hand in the book de- 


From Prof. William Goodell, Philadelphia, partment of Bellevue.” —From Prof. Wiliam T. 
ah would be glad ot * the true interest of the | Lusk, New York. 
profession in ‘Old England,’ some able practitioner | x - ie . 2 
here would prepare a work for us on the same line as | “Tt must SRANGSt. all ble a with the be 
‘The Physician Himself.’ ’’—/ rom Dr. ¥ukes de | that.16 was, written by) anable ane. AAOcs ee 
‘Styrap, Shrewsbury, England. | the profession and for the good of the profession.’’— 
Ailhe: he ys & y | From Prof. W. H. Byford, Chicago, Iti. 

“TI am most favorably impressed with the 
wisdom and force of the points made in ‘ The Phy- 
sician Himself,’ and believe the work in the-hands 
of a young graduate will greatly enhance his chances 
for professional success.""—F rom Prof. D. Hayes 
Agnew, Philadelphia, Pa: 

“This book is evidently the production of an 
unspoiled mind and the fruit of a ripe career. | 
__ admire its pure tone and feel the value of its practi- | his future conduct the better he will be.”—/rom 
cal points. How I wish I could have read sucha The Canada Medical and Surgical Fournal, 
guide at the outset of my career!”—From Prof. Montreal. 

James Nevins Hyde, Chicago, ll. | « We would advise every doctor to well wetgh 
_ Tt contains a great deal of good sense, well the advise given in this book, and govern his con. 
ressed.””—F rom Prof. Oliver Wendell Holmes, | duct accordingly.’’—From The Virginia Medical 


i arverd University. Monthly. p 
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«Jt is marked with good common sense, and 
replete with excellent maxims and suggestions for 
the guidance of medical men.” —From The British 
Medical Fournal, London. 

“We strongly advise every actual and intend- 


ing practitioner of medicine or surgery to have 
«The Physician Himself,’ and the more it influences 


- 
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AN IMPORTANT PUBLICATION OF GREAT VALUE TO THE MEDICAL 
AND LEGAL PROFESSIONS. 


SPINAL CONCUSSION: 


Surgically Considered as a Cause of Spinal Injury, and Neurologi- 
cally Restricted to a Certain Symptom Group, for 
which is Suggested the Designation 


ERICHSEN’S DISEASE, AS ONE FORM OF THE TRAUMATIC NEUROSES. 


BY 


S: V. CLEVENGER, M.D}, 


CONSULTING PHYSICIAN REESE AND ALEXIAN HOSPITALS; LATE PATHOLOGIST COUNTY INSANE ASYLUM, 
CHICAGO; MEMBER OF NUMEROUS AMERICAN SCIENTIFIC AND MEDICAL SOCIETIES; COLLABORATOR 
AMERICAN NATURALIST, ALIENIST AND NEUROLOGIST, JOURNAL OF NEUROLOGY AND 
PSYCHIATRY, JOURNAL OF NERVOUS AND MENTAL DISEASES; AUTHOR OF “‘COM- 

PARATIVE PHYSIOLOGY AND PSYCHOLOGY,” ‘(ARTISTIC ANATOMY,” ETC. 


For more than twenty years this subject has occasioned bitter con- 
tention in law courts, between physicians as well as attorneys, and in 
that time no work has appeared that reviewed the entire field judicially 
until Dr. Clevenger’s book was written. It is the outcome of five years’ 
special study and experience in legal circles, clinics, hospital and private 
practice, in addition to twenty years’ labor as a scientific student, writer, 
and teacher. 

The literature of Spinal Concussion has been increasing of late years 
to an unwieldy shape for the general student, and Dr. Clevenger has in this 
work arranged and reviewed all that has been done by observers since 
the days of Erichsen and those who preceded him. The different and 
sometimes antagonistic views of many authors are fully given from the 
writings of Erichsen, Page, Oppenheim, Erb, Westphal, Abercrombie, 
Sir Astley Cooper, Boyer, Charcot, Leyden, Rigler, Spitzka, Putnam, 
Knapp, Dana, and many other European and American students of tlie 
subject. The small, but important, work of Oppenheim, of the Berlin 
University, is fully translated, and constitutes a chapter of Dr. Cleven- 
ger’s book, and reference is made wherever discussions occurred in 
American medico-legal societies. 

There are abundant illustrations, particularly for Electro-diagnosis, 
and to enable a clear comprehension of the anatomical and pathological 
relations. 

The Chapters are: I. Historical Introduction; IJ. Erichsen on 
Spinal Concussion; II]. Page on Injuries of the Spine and Spinal Cord; 
IV. Recent Discussions of Spinal Concussion; V. Oppenheim on Trau- 


matic Neuroses; VI. Illustrative Cases from Original and all other — 


Sources; VII. Traumatic Insanity; VIII. The Spinal Column; IX. 
Symptoms; X. Diagnosis; XI. Pathology; XII. Treatment; XIII. 
Medico-legal Considerations. 

Other special features consist in a description of modern methods 
of diagnosis by Electricity, a discussion of the controversy concerning 
hysteria, and the author’s original pathological view that the lesion is 
one involving the spinal sympathetic nervous system. In this latter 
respect entirely new ground is taken, and the diversity of opinion con- 
cerning the functional and organic nature of the disease is afforded a 
basis for reconciliation. 

Every Physician and Lawyer should own this work. 


In one handsome Royal Octavo Volume of nearly 400 pages, with 
Thirty Wood-Engravings. Net price, in United States and Canada, 
$2.50, post-paid ; in Great Britain, Ils. 3d. ; in France, (5 fr. 
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JUST READY—A NEW AND IMPORTANT WORK. 


— 


MEDIGAL PNEUMATOLOGY » ARROTHERAPY. 


A PRACTICAL INVESTIGATION OF THE CLINICAL AND THERAPEUTIC VALUE 
OF THE GASES IN MEDICAL AND SURGICAL PRACTICE, WITH ESPECIAL 
REFERENCE TO THE VALUE AND AVAILABILITY OF 


OXYGEN, NITROGEN, HYDROGEN,.AND NITROGEN MONOXIDE. 
By J. N. DEMARQUAY, 


Surgeon to the Municipal Hospital, Paris, and of the Council of State; Member of the Imperial Society 
of Surgery; Correspondent of the Academies of Belgium, Turin, Munich, etc. ; Officer 
of the Legion of Honor; Chevalier of. the Orders of Isabella-the- 
Catholic and of the Conception, of Portugal, etc. 


TRANSLATED, WITH NOTES, ADDITIONS, AND OMISSIONS, 


By SAMUEL 8S. WALLIAN, A.M., M.D., 


Member of the American Medical Association ; Ex-President of the Medical Association of Northern New 


York; Member of the New York County Medical Society, etc. 


In one Handsome Octavo Volume of 316 Pages, Printed on Fine Paper, in the Best 
Style of the Printer’s Art, and Illustrated with 21 Wood-Cuts. ; 


; United States. Canada (duty paid). Great Britain. France. 
NET PRICE, CLOTH, Post-paid, $2.00 $2.20 8s. 6d. 12 fr. 40 


‘“ ¥%-RUSSIA, « 3.00 | 3.30 13s. 18 fr. 60 


For some years past there has been a growing demand for something more satisfac- 
tory and more practical in the way of literatute on the subject of what has, by common 
consent, come to be termed ‘Oxygen Therapeutics.” On. all sides professional men of 
standing and ability are turning their attention to the use of the gaseous elements about 
us as remedies in disease, as well as sustainers in health. In prosecuting their inquiries, 
the first hindrance has been the want of any reliable, or in. any degree satisfactory, 
literature on the subject. ee 

Purged of the much quackery heretofore associated with it, Aerotherapy is now 
recognized as a legitimate pee of medical practice. Although little noise is made 
about it, the use of Oxygen Gas as a remedy has increased in this country within a few 
years to such an extent that in New York City alone the consumption for medical pur- 
poses now amounts to more than 300,000 gallons per annum. 

This work, translated in the main from the French of Professor Demarquay, contains 
also a very full account of recent English, German, and American experiences, prepared 
by Dr. Samuel S. Wallian, of New York, whose experience in this field antedates that of 
any other American writer on the subject. 


Plain Talks on Avoided Subjects. 


HENRY N. GUERNSEY, M.D., 


ly Professor of Materia Medica and Institutes in the Hahnemann Medical College of Philadelphia; 
oe miebbr of Guernsey’s ‘‘ Obstetrics,’’ including the Disorders Peculiar to Women and 
Young Children ; Lectures on Materia Medica, etc. 


IN ONE NEAT 16mo VOLUME. BOUND IN EXTRA CLOTH. Price, Post-paid, in 
United States and Canada, $1.00; Great Britain, 4s. 6d.; France, 6 fr. 20. 

“This is a little volume designed to convey information upon one of the most important subjects con- 
nected with our physical and spiritual well-being, and is adapted to both sexes and all ages and conditions 
of society ; in fact, so broad is its scope that no human being can well afford to be without it, and so com- 
prehensive in its teachings that, no matter how well informed one may be, something can yet be learned from 
this, and yet it is so plain that any one who can read at all can fully understand its meaning. 

The Author, Dr. H. N. Guernsey, has had an unusually long and extensive practice, and his teachings in 
this volume are the results of his observation and actual experience with all conditions of human life. 

His work is warmly indorsed by many leading men in all branches of professional life, as well as by 
many whose business connections have caused them to be close observers. 

The following Table of Contents shows the scope of the book :— : 

CONTENTS. Cuaprter I.—Intropucrory. II.—THeE Inrant. III.—CuitpHoop. 1V.—Apoxes- 
CENCE OF THE MALE. V.—ADOLESCENCE OF THE FEMALE. VI.—MarriaGE: THE Huspanp. VII.— 
Tue Wirz. VIII.—Hussanp anp Wire. 1X.—To THE UNFORTUNATE, X.—ORIGIN OF THE SBx. 
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——=—== NEW EDITIONS 


Lessons in Gynecology. 


PROFESSOR OF CLINICAL GYNECOLOGY IN THE UNIVERSITY OF PENNSYLVANIA. 


With 112 MWustrations. Third Edition, Thoroughly Revised and Greatly Enlarged. 
‘ ONE VOLUME, LARGE OCTAVO, 578 PAGES. 


This exceedingly valuable work, from one of the most eminent specialists and teachers in gynecology 
in the United States, is now offered to the profession in a much more complete condition than either of the 
previous editions. It embraces all the more important diseases and the principal operations in ahe field of 
gynecology, and brings to bear upon them all the extensive practical experience and wide reading of the 
author, It is an indispensable guide to every practitioner who has to do with the diseases peculiar to 
wemen, 


Fic. 44. 


NATURAL POSITION OF THE WOMB WHEN THE BLADDER IS FULL. 
AFTER BRIESKY. 


These lessons are so well known that it is en- || is a directness and simplicity about it which is easier 
tirely unnecessary to do more than to call attention || toadmirethantocopy. His chain of plain words 
to the fact of the appearance of the third edition. and almost blunt expressions, his familiar compari- 
It is too good a book to have been allowed to remain son and homely illustrations, make his writings, like 


out of print, and it has unquestionably been missed. his lectures, unusually entertaining. The substance 
The author has revised the work with specialcare, | of his teachings we regard as equally excellent.— 
adding to each lesson such fresh matter as the prog- || Pizla, Medical and Surgical Reporter. 

ress in the art rendered necessary, and he has en- Extended mention of the contents of the book is 


larged it by the insertion of six new lessons. This | unnecessary; suffice it to say that every important 
edition will, without question, be as eagerly sought disease found in the female sex is taken up and dis- 
for as were its predecessors.—Amevrican Yournal | cussed ina common-sense kind of away. Wewish 
of Obstetrics. | every physician in America could read and carry 

The former editions of this treatise were well out the suggestions of the chapter on ‘‘ the sexual re- 


received by the profession, and there is no doubt || Jations*as causes of uterine disorders—conjugal 
that the new matter added to the present issue makes onanism and kindred sins.’’ The department treat- 
it more useful than its predecessors.—New York ing of nervous counterfeits of uterine diseases is 
Medical Record. | a most valuable one. — Kansas City Medical 


His literary style is peculiarly charming. There | /udex. 


Price, in United States and Canada, Cloth, $5.00; Full Sheep, $6.00. Discount, 20 per 
cent., making it, net, Cloth, $4.00; Sheep, $4.80. Postage, 27 Cents extra. Great 
Britain, Cloth, 18s.; Sheep, £1.2s., post-paid, net. France, 30 fr. 80. 


8 (F. A. DAVIS, Medical Publisher, Philadelphia, Pa., U.S.A.) 


AMERICAN RESORTS, 


WITH NOTES UPON THEIR CLIMATE. 


By BUSHROD W. JAMES, &.™M., M.D., 


“Member of the American Association for the Advancement of Science, the American Public Health Association, the 
Pennsylvania Historical Society, the Franklin Institute, and the Academy of Natural Sciences, Philadelphia ; 
the Society of Alaskan Natural History and Ethnvlogy, Sitka, Alaska, ete. 


WITH A TRANSLATION FROM THE GERMAN, By Mr. S. KAUFFMANN, 


“Of those chapters of ‘Die Klimate der Erde’’ written by Dr. A. Woeikof, of St. Petersburg, Russia, that 
relatetto North and South America and the islands and oceans contiguous thereto. 


In One Octavo Volume. Handsomely Bound in Cloth. Nearly 300 Pages. Price, 
Post-paid, in U. S. and Canada,.$2.00, net. Great Britain, 8s.6d. France, 12 fr. 40. 


This is a unique and valuable work, and useful to physicians in all parts of the country. It is just such 
sa volume as the Medical Profession have stood in need of for many years. Wemention a few of the merits 
it possesses: First. List of all the Health Resorts of the country, arranged according to their climate. 
Second, Contains just the information needed by tourists, invalids, and those who visit summer or winter 
resorts. Z/ird. ‘The latest and best large railroad map for reference. Fourth. It indicates the climate 
each one should select for health. 2/#/4. The author has traveled extensively, and most of his suggestions 
are practical in reference to localities. 


Taken altogether, this is by far the most complete ex- || ought, as it deserves, to receive a hearty welcome from the 
osition of the subject of resorts that has yet been put profession.—Medical Advance. 
orth, and it is one that every physician must needs possess The book before us is a very comprehensive volume, 
intelligent information upon. e predict a large demand giving all necessary information concerning climate, tem- 
for this useful and attractive book.—Buffalo Med. and perature, humidity, sunshine, and indeed everything neces- 
Surg. Jour. sary to be stated for the benefit of the physician or invalid 
The special chapter on the therapeutics of climate . . seeking a health resort in the United States.—Southern 
is excellent for its precautionary suggestions in the selec- Clinic. 
tion of climates and local conditions, with reference to This work is extremely valuable, owing to the liberal 
known pathological indications and constitutional predis- and accurate manner in which it gives information regard- 
positions.—Z'he Sanitarian. ing the various resorts on the A.nerican continent, without 
It is arranged in such a manner that it will be of great being prejudiced in the least in favor of any particular one, 
service to medical men whose duty it often becomes to rec- but giving allin a fair manner. . . . All physicians 
ommend a health resort.—N. W. Med. Jour. need just such a work, for the doctor is always asked to 
A well-arranged map of the United States serves as the give information on the subject to his patients. Therefore, 
frontispiece of the book; and an almost perfect index is it should find a place in every physician’s library.—T7he 
appended, while between the two is an amount of informa- Med. Brief. 
tion as to places for the health-seeker that cannot be gotten The author of this admirable work has long made a 
elsewhere. We most cordially recommend the book to study of American climate, from the stand-point of a phy- 
travelers and to the doctor.—Virginia Med. Monthly. } sician, with a view to ascertaining the most suitable Toeali - 
This is a work that has long been needed, as there is ties for the residence of invalids, believing proper climate 
scarcely a physician who has not had occasion to look up to be an almost indispensable factor in the treatment, pre- 
the authorities on climate, elevation, dryness, humidity, vention, and cure of many forms of disease. . . . The 
ete , etc., of the various health resorts, and has had great book evidences careful research and furnishes much useful 


difficulty in finding reliable information. It certainly information not to be found elsewhere.— Pacijic Med. Jour. 


ame JUST PUBLISH — : 


RECORD-BOOK OF MEDICAL EXAMINATIONS 


For Life Insurance. 
Designed by TJOHW M. HEATING, M.D. 


In examining for Life Insurance, questions are easily overlooked and the answers to 
‘them omitted ; and, as these questions are indispensable, they must be answered before the 
-case can be acted upon, and the examiner is often put to much inconvenience to obtain 
‘this information. 

The need has long been felt among examiners for a reference-book in which could be 
noted the principal points of an examination, and thereby obviate the necessity of a 
-second visit to the applicant when further information is required. 

After a careful study of all the forms of examination blanks now used by Insurance 
Companies, Dr. J. M. Keating has compiled such a record-book which we are sure will fill 
this long-felt want. 

This record-book is small, neat, and complete, and embraces all the principal points 
that are required by the different companies. It is made in two sizes, viz.: No. 1, cover- 
ing one hundred (100) examinations, and No. 2, covering two hundred (200) examina- 
tions. The size of the book is 7x 3% inches, and can be conveniently carried, in the 


’ 


pocket. 
, NET PRICES, POST-PAID. 
U. S. and Canada. Great Britain. France, 
No. 1, For 100 Examinations, in Cloth, - $8 .50 2s. 6d. 3 fr. 60 
No. 2, For 200 Examinations, in Full 
- Leather, with Side Flap, - at ate ORs 1.00 4s. 6d. 6 fr. 20 
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===DISEASES== 


OF THE 


Heart and Circulation 


IN INFANCY AND ADOLESCENCE. 


With an Appendix entitled ‘Clinical Studies on the 
Pulse in Childhood.”’ 


—BY— 


JOHN M. KEATING, M.D., 


Obstetrician to the Philadelphia Hospital, and Lecturer on Diseases of Women and Children; Surgeon to» 
the Maternity Hospital ; Physician to St. Joseph’s Hospital; Fellow of the ' 
College of Physicians of Philadelphia, etc., : 


—AND— 


WILLIAM A. EDWARDS, M.D., 


Instructor in Clinical Medicine and Physician to the Medical Dispensary in the University of Pennsylvania = 
Physician to St. Joseph’s Hospital; Fellow of the College of Physicians; formerly 
Assistant Pathologist to the Philadelphia Hospital, etc. 


ILLUSTRATED BY PHOTOGRAPHS AND WOOD-ENGRAVINGS. 


About 225 Pages. 8vo. Bound in Cloth. Price, post-paid, in U. S- 
- and Canada, $1.50, net; Great Britain, 6s. Gd.; France, 9 fr. 35. 


There are many excelJent text-books on children’s diseases, but they have failed to give a satisfactory 
account of the diseases of the heart ; and, indeed, as far as known, this work of Keating and Edwards’ now 
presented to the profession is the only systematic attempt that has been made to collect in book form the 
abundant material which is scattered throughout medical literature in the form of journal articles, clinical. 


lectures, theses, and reports of societies. 


The authors have endeavored, in their difficult task, to collect these valuable materials and place them 


within easy reach of those who are interested in this important subject. 


‘That they have succeeded will, we: 


believe, be conceded by all who obtain and make use of their very valuable contribution to this hitherto- 


neglected field of medical literature. 


An appendix, entitled “« Clinical Studies on the Pulse in Childhood,” follows the index in the book, and’ 
will, we are sure, be found of much real value to every practitioner of medicine. The work is made available” 
for ready reference by a well-arranged index. Weappend the table of contents showing the scope of the 


book :— ? 


CuaprteR I.—The Methods of Stud y—Instruments— 
Feetal Circulation—Congenital Diseases of the 
Heart—Malformations—Cyanosis. , 

Cuarrer II,—Acute and Chronic Endocarditis— 
Ulcerative endocarditis. 

Cuaprer []1,—Acute and Chronic Pericarditis. 

CuHaAptTerR 1V.—The treatment of Endo- and Peri- 
carditis—Paracentesis Pericardii—Hydropericar- 
dium—Hzmopericardium—Pneumopericardium. 

Cuapter V.—Myocarditis—Tumors, New Growths, 
and Parasites 

Cuapter V1.—Valvular Disease: Mitral, Aortic, 
Pulmonary, and Tricuspid. 


CON aa 


Cuapter VII.—General Diagnosis, Prognosis, and 
Treatment of Valvular Disease. 

Cuaprer VIII.— Endocarditis—Atheroma — Aneu- 
rism, 

Cuapter IX.—Cardiac Neuroses—Angina Pectoris- 
—Exophthalmic Goitre. 

CHAPTER X.—Diseases of the Blood: Plethora, 
Anemia, Chlorosis, Pernicious Anzmia, l.eu- 
kemia--Hodgkin’s Disease—H emophilia, Fhrom— 
bosis, and Embolism. 

INDEX. 

APPENDIX.—Cuinicat Srupies on THE PuLsE 

IN CHILDHOOD. 


Drs. Keating and Edwards have produced a work that 
will give material aid to every doctor in his practice among 
children, The style of the book is graphic and pleasing, 
the diagnostic points are explicit and exact, and the thera- 
peutical resources include the novelties of medicine as well 
as the old and tried agents.— Pittsburgh Med. Review. 

A very attractive and valuable work has been given to 
the inedical profession by Drs. Keating and Edwards, in 
their treatise on the diseases of the heart and circulation 
in infancy and adolescence, and they deserve the greatest 
credit for the admirable manner iu which they have col- 
lected. reviewed, and made use of the immense amount of 
material on this important subject.— Archives of Pediatrics. 

The plan of the work is the correct one, viz., the sup- 
plementing of the observations of the better class of prac- 
titioners by the experience of those who have given the 
subject systematic attention.—Medical Age. 


It is not a mere compilation, but a systematic treatise, 
and bears evidence of considerable labor and observation om 
the part of the authors. Two fine photographs of dissec- 
tions exhibit mitral stenosis and mitral regurgitation > 
there are also a number of wood-cuts.—Cleveland Medical 
Gazette. 

As the works upon diseases of children give little or no 
attention to diseases of the heart, this work of Drs. Keat- 
ing and Edwards will supply a want. We think that 
there will be no physician, who takes an interest in the 
affections of young folks, who will not wish to consult it. 
—Cincinnati Med. News. . 

The work takes up, in an able and scientific manner, 
diseases of the heart in children. This is a part of the 
field of medical science which has not been cultivated to 


the extent that the importance of the subject deserves.— 
Canada Lancet. 
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PERPETUAL CLINICAL INDEX : 
MATERIA MEDICA, CHEMISTRY. AND PHARMACY CHARTS. ° 


Consisting of (1) the «Perpetual Clinical Index,’ an oblong volume, 9x6 inches, 1 
neatly bound in extra Cloth; (2) a Chart of «Materia Medica,’’ 32x44 inches, , 
mounted on muslin, with rollers; (3) a Chart of «Chemistry and Phar- 
macy,’’ 32x44 inches, mounted on muslin, with rollers. 


United States. ~ Canada (duty paid). Great Britain. 


France. 
Net Price for the Complete Work, $5.00 $5.50 £lls. - 30 fr 30 
Read the Following Description and Explanation of the Work: 


In presenting the objects and advantages of these Charts and “ Perpetual Clinical Index”’ it becomes 
mecessary to state that the Author’s many years’ experience as a physician and Pharmacist enables him 
to produce, in terse language, a volume of facts that must be of inestimable value to the busy physician and 
pharmacist, or to any student of either profession, He has endeavored to describe all that have borne inves- 
tigation up to date. 

The system will prove to be of great value in this, that so little labor will be required to add new 
investigation as fast as may be gathered from new books, journals, etc. The classification is alphabetical 
and numerical in arrangement, and serves so to unite the various essentials of Botany, Chemistry, and 
Materia Medica, that the very thought of the one will readily associate the principal properties and uses, as 

. well as its origin. ‘ 

The ««‘MATERIA MEDICA ’’ CHART, in the first place, aids at a glance: 1st, Botanical or 
U.S. P. Name; 2d, The Common Name; 3d, Natural Order; 4th, Where Indigenous; sth, Principal Con- 
stituent; 6th, Part Used—herbs, leaves, flowers, roots, barks, etc. ; 7th, Medicinal Properties—mainly con- 
sidered; 8th, The Dose—medium and large. 

On this Chart there are 475 first names ; Section A. is numbered from 1 to 59, each section commencing 
with the capital letter, and having its own numbers on both left-hand and right-hand colunins, to prevent 
mistakes in lining out, all in quite large type. In the centre of the Chart, occupying about 6 inches in 
width, is a term index of common names. In the second column of Chart, like this: 


ACONITE LEAVEs, 5 4 A. 


Then by reference to 4 A in first column, you there find the Botanical or U.S. P. Name. On this Chart is ray 

also found a brief definition of the terms used, under the heading “ Medicinal Properties.” 
; The «CHEMISTRY ’’? CHART takes in regular order the U. S. Pharmacopceia Chemicals, with ’ 
; : the addition of many new ones, and following the name, the Chemical Formula, the Molecular Weight, and 

next the Origin. ‘This is a brief but accurate description of the essential points in the manufacture: The 

Dose, medium and large; next, Specific Gravity; then, whether Salt or Alkaloid; next, Solubilities, by 

abbreviation, in Water, Alcohol, and Glycerine, and blank columns for solubilities, as desired. 

Alkaloids and Concentrations are tabulated with reference numbers for the Perpetual Clinical Index, giving 
Medicinal Properties, Minute Dose and Large Dose. For example, ALKALOIDS AND CONCENTRATIONS: 


A. | MgpICcINAL PROPERTIES, | Minute Dose. | LarGE Dose. 
(a) Aconitine. | Narcotic and Apyretic. | I-500 gr. 1-16 gr. 
» Following this, Preparations of the Pharmacopeeia, each tabulated. For example: 
ee TINCTURAL. 
TINCTURA, Drue. AMOUNT. | ALCOHOL. | Dose. 
| 
yee Aconite. | 
* Aconiti. ; Tartaric Acid, 60 ¢. P; 5% 0z. to 24 gr. 100 | 1 to 3 drops. 


* 60 Fineness of Powder as per U. S. P. ; . 
7 P. Macerate 24 hours. Percolate, adding Menstruum to complete (1) pint tincture. 


Me They are all thus abbreviated, with a ready reference head-note. ~ 

Next, Thermometers, Metric Table of Weights, Helps to the Study of Chemistry, Examples in Work- 
be ing Atomic Molecular Formule. Next, Explanation of Terms Used in Columns of Solubilities, List of 
be Most Importaut Elements Now in Use, and Definitions or Terms Frequently Used in Chemistry and 


harmacy. 
7 The PERPETUAL CLINICAL INDEX”? is a book 6 by 9g inches, and one-half inch thick. 
It contains 135 pages, divided as follows (opposite pages blank) : oy: 
The Index to Chemistry Chart occupies two pages; Explanations, Abbreviations, etc., forty pages, with 
diseases, and with an average of ten references to each disease, leaving room for about forty more remedies 
for each disease. ‘The numbers refer to the remedies used in the diseases by the most celebrated physicians 
and surgeons, and the abbreviations to the manner in which they are used. Fight pages, numbered and 
bracketed, for other diseases not enumerated. he Materia Medica, Explanations, Abbreviations, and 
Remedies suggested for, occupy twenty-six pages. For Abbreviated Prescriptions, seventeen blank pages. 
Then the Index to Alkaloids and Concentrations. These, already enumerated, with their reference, number 
six blank tabulated pages, for noting any new Alkaloids and Concentrations. Then the Chemistry Index, 
giving the same number as on Chart, with Name, Doses, Specific Gravity, Salt or Alkaloid in the same 
ling, as for example: 


| 

aa | ) | 
_ This Memoranda place is for Physicians’ or Pharmacists’ reference notes ; and with the addition of 
several tabulated blank pages, in which to add any new chemical, with doses, etc. The remaining sixteen 
pages for Materia Medica Index, leaving blanks following each other for new names and reference numbers. 
To show the. ready and permanent use of the ‘Perpetual Clinical Index of the “‘Chemistry’’ and 
«“Pharmacy’”’ Charts or Index in the book, suppose the Physician reads in a book or journal that Caffeine 
Citras is useful in the disease Chorea, and he wishes to keep a permanent record of that, he refers to the 
fhart, and if it does not already appear there, it can_be placed opposite and numbered, and thereafter used 

for reference. But we find its permanent number is No. 99, So he will write down in the line left blank for 
future use in his book, in line already used, running parallel with other reference numbers in Chorea, the 

_ No. 99, and immediately under he can use the abbreviation in the manner in which itis given, Though 
“years may have passed, he can in a moment, by referring there, see that No. gg is good for fares, If fail- 
ing to remember what No: 99 is, he glances at the Chart or Index. He sees that No. gg is Caffeine Citras, 
and he there learns its origin and dose and solubility, and in a moment an intelligent prescription can be 


m ‘ eonstructed. 
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NAME. | Dosgs. SpsciFic GRAVITY. | SALT OR ALKALOID. | MEMORANDA. / 


New Edition of an ‘Important and Timely Work Just Published. 


Flectricity in the Pjiseases of Women, — 


: By G. BETTON MASSEY, M.D., 


Physician to the Gynecological Department of Howard Hospital; Late Electro-Therapeutist to the Phila- \ 
delphia Orthopedic Hospital and Infirmary for Nervous Diseases; Member of the American 
Neurological Ass’n, of the Philadelphia Neurological Society, of the Franklin Institute, etc. 


\ 


Seconda Hdition. Revised and Emniarged. 


WITH NEW AND ORIGINAL WOOD-ENGRAVINGS. HANDSOMELY BOUND IN CLOTH. OVER 200 PAGES. 
12mo. Price, in United States and Canada, $1.50, net, post-paid. a 
In Great Britain, 6s. 6d. In France, 9 fr. 35. 


This work is presented to the profession as the most complete treatise yet issued om _ 
the electrical treatment of diseases of women, and is destined to fill the increasing demand ‘. 
for clear and practical instruction in the handling and use of strong currents after the 43 
recent methods first advocated by Apostoli. The whole subject is treated from the present 


stand-point of electric science with new and original illustrations, the thorough studies of \ 
the author and his wide clinical experience rendering him an authority upon electricity Pas 
, itself and its therapeutic applications. The author has enhanced the practical value of - r 
the work by including the exact details of treatment and results in a number of cases : 
taken from his private and hospital practice. . 
' - A 
=> + 
oF 
. , . 
Rh. 
- i 
: : 
we 
- as 
Fic, 18.—BaLt EL&CTRODE FOR ADMINISTERING FRANKLINIC SPARKS. My 
a ERIE a 
CONTENTS a 
Cuapter I, Introductory; II, Apparatus required in gynecological applications of the galvanic current; S 
III, Experiments illustrating the physical qualities of galvanic currents; IV, Action of concentrated gal- ees 
. . . . 77, 
vanic currents on organized tissues ; V, Intra-uterine galvano-chemical cauterization; VI, Operative details “ 
of pelvic electro-puncture; VII, The faradic current in gynecology ; VIII, The franklinic current in gyne- o> 
cology ; IX, Non-caustic vaginal, urethral, and rectal applications ; X, General percutaneous applications in Ties 
. im 
the treatment of nervous women ; XI, The electrical treatment of fibroid tumors of the uterus; XII, The » og 
’ electrical treatment of uterine hemorrhage; XIII, The electrical treatment of subinvolution; XIV, The a % 
electrical treatment of chronic endometritis and chronic metritis; XV, The electrical treatment of chronic Set 
diseases of the uterus and appendages; XVI, Electrical treatment of pelvic pain; XVII, The electrical “ae 
treatment of uterine displacements; XVIII, The electrical treatment of extra-uterine pregnancy; XIX vi 
; : ae 
The electrical treatment of certain miscellaneous conditions ; XX, The contra-indications and limitations to Y ane 
the use of strong currents. ee 
An Appendix and a Copious Index, including the definitions of terms used in the work, concludes ve 
the book. . AS 
~ a 
The author gives us what he has seen, and of which sidered, and by means of good = i . > 
he is assured by scientific study is correct. . . . . We before his eye the exact see york serreea eae te 
are certain that this little work will prove helpful to all Medical Register. : 


physicians who desire to use electricity in the management “‘The author of this li 
of the diseases of women.— The American Lancet. to have added to its title 

To say that the author is rather conservative in his upon the methods of usin, 
ideas of the curative powers of electricity is only another the first 100 pages he has © 


ttle volume of 210 pages ought ~ ae 
“and a most happy dissertation “¢ 
this medicinal agent;” for in , 
ontrived to describe the techni 


way of saying that he understands his subject thoroughly. of electrization in as cl 

The mild enthusiasm of our author is unassailable, because author has ever vaaaieaelte song wee fon this waster a 

it is founded on science and reared with experience.—The book alone it is almost priceless ‘to the be ter in the » 
Medical Analectic. treatment with this agent. . . . . The little book is n 


The work is well written, exceedingly practical, and worthy the 1 i 
can be trusted. We commend it to the profane dary subject of aeetoetsy th toe Spay nyhe t=, es the f 
land Medical Journal. The treatment of fibroid tumor of the uterus will, ee 
The book is one which should be possessed by every perhaps, interest the profession more generally than any 
physician who treats diseases of women by electricity.— other question. This subject been apooriind am <a 
The Brooklyn Medical Journal. : space. The method of treatment in many cases has vent 
The departments of electro-physics, pathology, and recited in detail, the results in every instance reported be- 
electro-therapeutics are thoroughly and admirably con- ing beneficial, and in many curative.—Pacific Med. Jour. 
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- PRACTICAL SURGERY. 
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titioners and students. 


MEARS’ 


By J. EWING MEARS, M.D., 


Lecturer on Practical Surgery and Demonstrator of Surgery in Jefferson Medical College; 


_ Anatomy and Clinical Surgery in the Pennsylvania College of Dental Surgery, etc. 


With 490 Illustrations. Second edition, revised and enlarged. 794 pp. 42mo. 


PRICE, IN UNITED STATES AND CANADA : CLOTH, $3.00. DISCOUNT, 20 PER CENT., MAKING IT, NET, 
$2.40 ; POSTAGE, 20 CENTS EXTRA. GREAT BRITAIN, 13s. FRANCE, 18 fr. 75. 


Mears’ Practica, Surgery includes chapters on Surgical Dress- 
ings, Bandaging, Fractures, Dislocations, Ligature of Arteries, Amputa- 
tions, Excisions of Bones and Joints. This 
work gives a complete account of the 
methods of antiseptic surgery. The dif- 
ferent agents used in antiseptic dressing, 
their methods of preparation, and their 
application in the treatment of wounds are 
fully described. With this work as a guide 
it is possible for every surgeon to practice 
i antiseptic surgery. The great advances 
“made in the science and art of surgery are 
largely due to the introduction of anti- 
septic methods of wound treatment, and it 
is incumbent upon every progressive sur- 
geon to employ them. 

An examination of this work will 
show that it is thoroughly systematic in 
its plan, so that it is not only useful to the practitioner, who may be 


called upon to perform operations, but of great value to the student in — 


his work in the surgical room, where he is required to apply bandages 
; ‘ : 
and fracture dressings, and to perform operations upon the cadaver. The 


»experience of the author, derived from many years’ service as a teacher. 


(private and public) and practitioner, has enabled him to present the 
topics discussed in such a manner as to fully meet the needs of both prac- 


It is full of common sense, and may be safely || tioner who follows it intelligently cannot easily go 


Professor of 


_ and to practitioners of surgery.—American Four- 


_ this lectures in this department.—Buffalo Medical 
and Surgical Fourned. : 
_ The work is excellent. The student or practi- 


taken as a guide in the matters of which it treats. 1] 
It would be hard to point out all the excellences of || 


this book, Wecan heartily recommend it tostudents | 


nal of the Medical Sciences. } 
_ We do not know of any other work which would 
be of greater value to the student in connection with 


| 


astray.— Journal American Medical Asso'n, 

Wecannot speak too highly of the volume under 
review.—Canada Med. and Surg. Four. 

The space devoted to fractures and dislocations 
—by far the most difficult and responsible part of 
surgery—is ample, and we notice many new illustra- 
tions explanatory of the text.—North Carolina 


| Medical Yournadl. 


It is one of the most valuable of the works of its 
kind.—Wew Orleans Med. and Surg. Four. 
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AN ENTIRELY NEW PHYSICIAN'S VISITING LIST. ' 


MebIcaL BULLETIN VISITING [_IST 
- Puysician’s (QALL RECORD. 


ARRANGED UPON AN ORIGINAL AND CONVENIENT MONTHLY AND WEEKLY PLAN 
FOR THE DAILY RECORDING OF PROFESSIONAL VISITS. 


Frequent Rewriting of Names Unnecessary. 


Tuis Visitina List is arranged upon a plan best adapted to the most — 
convenient use of all physicians, and embraces a new feature in recording 
daily visits not found in any other list, consisting of STUB OR HALF LEAVES 
_IN THE FORM OF INSERTS, a glance at which will suffice to show that as the | 
first week’s record of visits is completed the next week’s record may be 
made by simply turning over the stub-leaf, without the necessity of re- 
writing the patients’ names. This is done until the month is completed, 
and the physician has kept his record just as complete in every detail of 
VISIT, CHARGE, CREDIT, etc., as he could have done had he used any of the 8 
old-style visiting lists, and has also sAVED himself three-fourths of the A 
time and labor formerly required in transferring names EVERY week. 
There are no intricate rulings; everything is easily and quickly under- _ 
stood ; not the least amount of time can be lost in comprehending the is 
plan, for it is acquired at a glance. Ups 


The Three Different Styles Made. 


The No. 7 Style of this List provides ample space for the DAILY 
record of seventy (70) different names each month for an entire year 
(two full pages, thirty-five [35] names to a page, being allowed to each 
month), so that its size is sufficient for an ordinary practice; but for 
physicians who prefer a List that will accommodate a larger practice we 
have made a No. 2 Style, which provides ample space for the daily 
record of ONE HUNDRED AND FIVE DIFFERENT NAMES (105) each month for 
an entire year (three full pages being allowed to each month), and for 
physicians who may prefer a Pocket Record Book of less thickness than 
either of these styles we have made a No. 3 Style, in which “ The 
Blanks for the Recording of Visits In” have been made into removable 
sections. These sections are very thin, and are made up so as to answer 
in full the demand of the largest practice, each section providing ample 
space for the DAILY RECORD OF TWO HUNDRED AND TEN (210) DIFFERENT Pre 
NAMES for one month; or one hundred and five (105) different names b 
daily each month for two months; or seventy (70) different names daily : 
each month for three months; or thirty-five (35) different names daily fe 
each month for six months. Four sets of these sections go with each ¥ 
copy of No. 3 Style. “7 


Special Features Not Found in Any Other List. 


In this No. 3 SryLe the PRINTED MATTER, and such matter as the _ 
BLANK FORMS FOR ADDRESSES OF PATIENTS, Obstetric Record, Vaccination 
Record, Cash Account, Births and Deaths Records, etc., are fastened! 
permanently in the back of the book, thus reducing its thickness. The — 
addition of one of these removable sections does not increase the size _ 
quite an eighth of aninch. 'Phis brings the book into such a small com- 


pass that no one can object to it on account of its thickness, as its bulk — 
4 , ‘ oe. 


. 
f 


_ is VERY MUCH LEss than that of any visiting list ever published. Every 


physician will at once understand that as soon as a section is full it can 
be taken out, filed away, and another inserted without the least incon- 
venience or trouble. 

This Visiting List contains a Calendar for the last six months 
of last year, all of this, and next year; Table of Signs to be used 
in Keeping Accounts; Dr. Ely’s Obstetrical Table; Table of Cal- 
culating the Number of Doses in a given R, ete., etc.; for converting 
Apothecaries’ Weights and Measures into Grammes; Metrical Avoirdu- 
pois and Apothecaries’ Weights; Number of Drops in a Fluidrachm ; 
Graduated Doses for Children; Graduated Table. for Administering 
Laudanum ; Periods of Eruption of the Teeth; The Average Frequency 
of the Pulse at Different Ages in Health; Formula and Doses of Hypo- 
dermic Medication; Use of the Hypodermic Syringe; Formule and 
Doses of Medicine for Inhalation; Formule for Suppositories for the 
Rectum; The Use of the Thermometer in Disease; Poisons and their 
Antidotes; Treatment of Asphyxia; Anti-Emetic Remedies; Nasal 
Douches; Eye-Washes. 


Most Convenient Time- and Labor- Saving List Issued. 


It is evident to every one that this is, beyond question, the best and. 
most convenient time- and labor- saving Physicians’ Record Book ever 
published. Physicians of many years’ standing and with large practices 
pronounce this the Best List they have ever seen. It is handsomely 
bound in fine, strong leather, with flap, including a pocket for loose 
memoranda, etc., and is furnished with a Dixon lead-pencil of excellent 
‘quality and finish. It is compact and convenient for carrying in the 
pocket. Size, 4x 6% inches. 


IN THREE STYLES—NET PRICES, POST-PAID. 
U.S.and Canada. Great Britain. France. 


‘No. x. Regular Size, for 70 patients daily each month for one year, $1.25 5s. 3. Vfr. 75 
‘No. 2. Large Size, for 105 patients daily each month for one year, 1.50 6s. 6. 9 fr. 35 
“No, 3. In which ‘The Blanks for Recording Visits in’’ are in re- 

movable sections, as described above, - - - - 1.75 ds. 3. 12 fr.20 


. 


EXTRACTS FROM REVIEWS. 


«« While each page records only a week’s visits, «Accounts can begin and end at any date. 
~yet by an ingenious device of half leaves the names Each name can be entered for each day of every 
-of the patients require to be written but once a month on the same line. To accomplish this, four 
month, and a glance at an opening of the book leaves, little more than one-third as wide as the 
«shows the entire visits paid to any individual ina | usual leaf of the book, follow each page. Oppo- 
‘month. It will be found a great convenience.’’— site is a full page for the recording of special 
Boston Medical and Surgical Fournal. memoranda. The usual accompaniments of this 


class of books are made out with care and fitness.’’ 


“Everything about it is easily and quickly 
—The American Lancet. 


_ wunderstood.’’—Canadian Praciitioner. 
“Of the many visiting lists before the profes- 
-sion, each has some special feature to recommend 


«‘This is a novel list, and-an unusually con- 
venient one.”’— Fournalof the Amer. Med. Assac. 


it. This list is very ingeniously arranged, as by a ‘¢ This new candidate for the favor of physi- 
sseries of narrow leaves following a wider one, the cians possesses some unique and useful points. 
name of the patient is written but once during the The necessity of rewriting names every week is 
month, while the account can run for thirty-one obviated by a simple contrivance in the make-up 
-days, space being arranged for & weekly debit of its pages, thus saving much valuable time, 
_and credit summary and for special memoranda. besides reducing the bulk of the book.”’—Buffalo 
‘The usual pages for cash account, obstetrical Medical and Surgicad Fournad. 

record, addresses, etc., are included. A large éoThik list Js ant entirely new Aepeeenekeame 
samount of miscellaneous information is presented ona plan that. readers posting mapid antedeyenyes 
. en Oncetenial Meaitat is just what we have often wished for, and really 
~ pice fills a long-felt want.” — Zhe Medical Watf. 

“Tt is a monthly instead of a weekly record, i , 

thus obviating the transferring of names oftener “It certainly contains the largest pa of 
than once a month, There isa Dr. and Cr, column practical knowledge for the medical practitioner 
following each week’s record, enabling the doctor in the smallest possible vollimnbs besides enabling 
sto carry a patient’s account for an indefinite time, BE ere are a ee er egies 
-or until he is discharged, with little trouble.”’— and render : eisiieiece bill at a moment's notice.” — 
dndiana Medical Yournal. Medical Chips. 
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-HAND-BOOK OF ECLAMPSIA; 


Notes and Cases of Puerperal Convulsions. 


BY 


E. MicHENER, M.D., J. H. Stusess, M.D., R. B. Ewina, M.D., 
B. THompson, M.D., S. STEBBINS, M.D. 


Price, in United States and Canada, Bound in Cloth, 16mo, Net, 75 Cents; in Great. 
Britain, 3 Shillings; in France, 4 fr. 20. . 


In our medical colleges the teachers of Obstetrics dwe?/ upon the use of blood-letting (phlebotomy) in» . 
cases of puerperal convulsions, and to this method Dr. Michener and his fellows give their unqualified 
support—not to take a prescribed number of ounces, but to d/éed for effect, and from a large orifice. This- 
is plainly and admirably set forth in his book. To bleed requires a cutting instrument,—not necessarily a 
lancet,—for Dr. M. states how in one case a pocket-knife was used and the desired effect produced. 

Let the young physician gather courage from this little book, and let the more experienced give testi-. 


mony to confirm its teaching. 


We have always thought that this treatment was “lost art'’ of blood-letting, and we must commend the» . 


indorsed, approved, and practiced by physicians generally ; modesty of their endeavor.—North Carolina Med. Jour. 
and to such as doubt the efficacy of blood-letting we would The cases were ably analyzed, and this plea for vene- 
commend this little yolume.—Southern Clinic. section should receive the most attentive consideration from. . 


The authors are seriously striving to restore the obstetricians.—Medical and Surgical Reporter. 


—————— TVST READY 


A MANUAL OF INSTRUCTION 


FOR GIVING 


Wollsh Movement # Massage Treatment. 


BY ~ 


PROF. HARTVIG NISSEN, } F 


Director of the Swedish Health Institute, Washington, D.C.; Late Instructor in Physical Culture andt e 
Gymnastics at the Johns Hopkins University, Baltimore, Md. ; Author of 
“ Health by-Exercise without Apparatus.”’ 


- 


ILLUSTRATED WITH 29 ORIGINAL WOOD-ENGRAVINGS. FF 


—— 

In One 12mo Volume of 128'Pages. Neatly Bound in Cloth. Price, a 
post-paid, in United States and Canada, Net, $1.00; in by. 
Great Britain, 4s. 3d.; in France, 6 fr. 20. be 

This is the only publication in the English language treating this very important: Pe 
subject in a practical manner. Full instructions are given regarding the mode of ie 
applying io 


The Swedish Movement and Massage Treatment = 


in various diseases and conditions of the human system with the greatest degree of 
effectiveness. Professor Nissen is the best authority in the United States upon this prac- 
tical phase of this subject, and his book is indispensable to every physician who wishes to- 
know how to use these valuable handmaids of medicine. 


hae ag a terse description of a subject but too little under- book.— Practice. 
Se aces le ee? The book is got up very ae oda little book presents the subject in a very 
atably.—V. Y. Med. Jour. : practical shape, and makes it possible for every physici . 
Ps tapes ae cabelas isa et ee “ie appli- understand at least how it isApplied if it hob toe See 
eatic Swedish Movement and Massage Treatment. dexterity in the art of it licati ‘ i 
in which the technique of the various procedures are clearly ire ity | owing the dirgols iy Grae 
h the ique E s Ss arly acquire dexterity by followin i i i oa 
og Fs ell as illustrated in a very excellent manner. vised in this book.—Chicago Stes. iene, ges 
Worth American Practitioner. It is so practical and clear in its demonstrations that 


This little manual seems to be written by an ex i i i hams 
ual § 0 yf pert, if you wish a wor! c 
and to those who desire to know the details connected with peruse this bane iebiect wee = ee 
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This manual is valuable to the practitioner, as it | the Swedish Movement and Massage we commend the- 
i 


JUST READY—THE LATEST AND BEST PHYSICIAN’S ACCOUNT- 
BOOK EVER PUBLISHED. 


—===THE PHYSICIAN’S===—— 
ALL-KEQUISITE TIME- ‘ 
ane LABOR? SAVING Account-Rook: 


BEING A LEDGER AND ACCOUNT-BOOK FOR PHYSICIANS’ USE, MEETING ALL 
THE REQUIREMENTS OF THE LAW AND COURTS. 


DESIGNED BY 


IA Gio, A SLSR, WL... 
- Of Haston, Fa. 


PCP ABLE no class of people lose more money through carelessly kept 
accounts and overlooked or néglected bills than physicians. Often 
os detained at the bedside of the sick until late at night, or deprived of 
even a modicum of rest, it is with great difficulty that he spares the 
time or puts himself in condition to give the same care to his own 
financial interests that a merchant, a lawyer, or even a farmer devotes. 
It is then plainly apparent that a system of bookkeeping and accounts 
that, without sacrificing accuracy, but, on the other hand, ensuring it, at 
the same time relieves the keeping of a physician’s book of half their 
complexity and two-thirds the labor, is a convenience which will be 
eagerly welcomed by thousands of overworked physicians. Such a sys- 
tem has at last been devised, and we take pleasure in offering it to the 
_-__ profession in the form of THE Puysictan’s ALL-REQUISITE TIME- AND 
% Lasor- Savina Account-Boox. 
There is no exaggeration in stating that this Account-Book and 
Ledger reduces the labor of keeping your accounts more than one-half, 
and at the same time secures the greatest degree of accuracy. We may 
mention a few of the superior advantages of HE PuHysicrAn’s ALL- 
RequisirE TrmE- AND Lasor- Savine Account-Book, as follow :— 


oe Pn” 
"wd ri - 
; 


First—Will meet all thé requirements of | any similar book; the 300-page book 
the law and courts. | contains space for 900 accounts, and the - 
‘ Second—Self-explanatory ; no cipher code. 600-page book contains space for 1800 
-  Third—Its completeness without sacrificing | accounts. 
anything. | Minth—There are no smaller spaces. 
Fourth—No posting; one entry only. || Tenth—Compact without sacrificing com- 
Fifth—Universal; can be commenced at any | pleteness; every account complete on 
time of year, and can be continued in- | same page—a decided advantage and 
definitely until every account is filled. | recommendation. 
Y Sixth—Absolutely no waste of space. || Eleventh—Uniform size of leaves. 
Seventh—One person must needs be sick | Twelfth—The statement of the most com- 
every day of the year to fill his account; | plicated account is at once before you 
or might be ten years about it and re- | at any time of month or year—in other 
quire no more than the space for one | words, the account itself as it stands is 
account in this ledger. its simplest statement. 
; Eighth—Double the number and many times || Thirteenth—No transferring of accounts, 
‘ more than the number of accounts in !! balances, ete. 


To all physicians desiring a quick, accurate, and comprehensive 
method of keeping their accounts, we can safely say that no book a 
aa suitable as this one has ever been devised. 


: NET PRICES, SHIPPING EXPENSES PREPAID. 
- No.1. 300 Pages, for 900 Accounts per Year, Canada Great 
a ~ Size 10x12, Bound in % Russia, Raised InU.S. (duty paid). —_— Britain. France. 


Back-Bands, Cloth Sides, $5.00 $5.50  £0.18s. 30fr.30 


No. 2. 600 Pages, for 1800 Accounts per Year, 
Size.10x12, Bound in % Russia, Raised 
Back-Bands, Cloth Sides, . 2 : 8.00 8.80 113s. 49fr.40 
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PHYSICIANS INTERPRETER — 


IN FOUR LANGUAGES. 


(ENGLISH, FRENCH, GERMAN, AND ITALIAN. ) 


Specially Arranged for Diagnosis by M. von V. 


The object of this little work is to meet a need often keenly felt by 
the busy physician, namely, the need of some quick and reliable method 
of communicating intelligibly with patients of those nationalities and 
languages unfamiliar to the practitioner. The plan of the book is a sys- : 
tematic arrangement of questions upon the various branches of Practical 
Médicine, and each question is so worded that the only answer required 
of the patient is merely Yes or No. The questions are all numbered, 
and a complete Index renders them always available for quick reference. 
The book is written by one who is well versed in English, French, Ger- 
man, and Italian, being an excellent teacher in all those languages, and 
who has also had considerable hospital experience. 


Bound in Full Russia Leather, for Carrying in the Pocket. (Size, 5x 2} 
Inches.) 206 Pages. Price, post-paid, in United States and ~ 
Canada, $1.00, net; Great Britain, 4s. 6d.; France, 6 fr. 20. 


To convey some idea of the scope of the questions contained in the 


Physicians’ Interpreter, we append the Index :— ‘2 
Nos. | NOS. — Rat 
Aoeneralenealtn pace rs, poe kkk ce tee de I- 50 Falls'and fainting:spells-c... 2. se cceoeeine 271-277 Ti 
BBERICGEOS. Dh oto ti co leh chee aba eke oes 3I- 47 How patient’s illness began, and when pa- erg 
Migb of patient.) ous: 52 chi pei testy a 52- 62 tient was first taken sick. ..........++.... 278-279 rs. 
. ¢ 
Necessity of patients undergoing an opera- Names for various parts of the body........ 283-299 : 
CIOM at choad cit Rise et elec eer ane «ee» 63-70 MBhe diver’ > ste 2255 ‘als sia) Vetch ete tome 300-301 c 
MONEE MIOUTS) ears cee ciAe eo ae shes arena T1- 77 The memory,.... eis Sua «co holon Reem 304-305 i 
. . : 
SITY SOT MRE WEEK | LIA. | once a six Slelweila Sleniele 78- 84 Bites} stings, ‘pricks £.0°> 2G.aesteseeebeeaa 314-316 5 
Patient’s history: hereditary affections in his ISriptions «sc aas.cd cutee cen al ee eae 317-318 \ 
family; his occupation; diseases from Prevyiousitreatment: 1%. Ssiostnseckctcla ts ae ee 319° ‘) 
His CHIC HOOGAUD fine 00.0); ve se eae ae emislete 85-13¢ || Symptomsof lead-poisoning................ 320-324 ey 
MOMS Wiehe Veatr Ree tere oo le weit ..106=117 Flemorhares as 2h iso... vos nnls scien Saar 325-328 Me 
MEASOUSHOL TNE AVGAL ”f. ohyleis ds oela a oaiate eee 118=121 Burns: and 'spraims) Ys: d,s deste See cee ae tee 330-331 
Symptoms of typhoid fever.. ........ oe 46131158 The:throats i des t.s ti hte cite de ees elaine 332335.) ae 9 
Symptoms of Bright’s disease.............. $592168! 1)" Phe dakorenst wots oa08 bokeh eee eee 336-339 * 
Symptoms of lung diseases..... 169-194 and 311-312 General directions concerning medicines, »" 
MANO aye hat ces cater sions Sesthecbw sand 195-201 baths, bandaging, gargling, painting Ay 
Bie CVeSera ass Let. tbs Aatinls bea Bad archers 201=232 swellinp), etc. .)) ane | oe etek cies Oe 340-373 
Paralysis.and ‘yheumatisM.). . pelos obec ees 236-260 INGOTS lop reas wits wsiaato dete eaten pages 202-204 : 
Stomach complaints and chills.............. 261-269 : 
? 
The work is well done, and calculated to be of great be greatly obviated by use of this little work.—The Phy- 4 3 
service to those who wish to acquire familiarity with the sician and Surgeon. 
phrases used in questioning patients. More than this, we The phrases are well selected, and one might practice : 
believe it would be a great help in acquiring a vocabulary long without requiring more of these languages than this i 
to be used in reading medical books, and that it would fur- little book furnishes.—Phila. Medical Times. ‘7 
nish an excellent basis for beginning a study of any one of | | How often the physician is called to attend those with : 
the languages which it includes.—Medical and Surgical whom the English language is unfamiliar, and many phy- 
Reporter. sicians are thus deprived of the means, save through an “ 
Many other books of the same sort, with more ex- interpreter, of arriving ut a correct knowledge on which to + 
tensive vocabularies, have been published, but, from their 


base a diagnosis. An interpreter is not always at hand, 
but with this pocket interpreter in your hand you are able 
in English and one other language only, they have not had to ask all the questions necessary, and receive the answer 
the advantage which is pre-eminent in this—convenience. in such manner that you will be ableto fully comprehend. 
It is handsomely printed, and bound in flexible red leather —The Medical Brief. 

in the form of adiary. It would scarcely make itself felt This little volume is one of the most ingénious aids 
in one’s hip-pocket, and would insure its bearer against any to the physician which we have seen. We heartily com- 


ordinary conversational difficulty in dealing with foreign- mend the book to any one who, being without a knowledge 
speaking people, who are constantly coming into our city of the foreign languages, is obliged to treat those who de 
hospitals.— New York Medical Journal. 


size, and from their being usually devoted to equivalents 


not know our own language.—St. Louis Courier of Medit- f 
In our larger cities, and in the whole Northwest, the cine. P 
physician is constantly meeting with immigrant patients, It will rapidly supersede, for the practical use of the . 
to whom it is difficult for him to make himself understood, 


doctor who cannot take the time to learn another language, 


or to know what they say in return. This difficulty will all other suggestive works.—Chicago Medical Times. 
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An Important Kid to Students in the Study of Anatomy. 
THKEE CHARTS OF 


The Nervo-Vascular System. 


; PART I.—THE NERVES. 
PART Il.—THE ARTERIES. 
PART ITI._THE VEINS. 


ARRANGED BY W. HENRY PRICE, A.M., M.D., AND S. POTTS EAGLETON. 
ENDORSED BY LEADING ANATOMISTS. 


| 


PRICE, IN THE UNITED STATES AND CANADA, 50 CENTS, NET, COMPLETE ; 
GREAT BRITAIN, 2s. 6d. FRANCE, 3 fr. 60. teats 


“THE NERVO-VASCULAR SYSTEM OF CHARTS” far Excels Every Other System 
in their Completeness, Compactness, and Accuracy. 


Part I. The Nerves.—Gives in a clear form not only the Cranial 
and Spinal Nerves, showing the formation of the different Plexuses 
and their branches, but also the complete distribution of the 
SYMPATHETIC NERVES, thereby making it the most complete and 

: concise chart of the Nervous System yet published. 

ie Part It. The Arteries.—Gives a unique grouping of the Arterial 

System, showing the divisions and subdivisions of all the vessels, 

beginning from the heart and tracing their conriNvous distribution 
| to the periphery, and showing at a glance the terminal branches 
of each artery. 

Part ITI. The Veins.—Shows how the blood from the periphery 

of the body is gradually collected by the larger veins, and these 

. coalescing forming still larger’ vessels, until they finally trace 

themselves into the Right Auricle of the heart. 


: . 
k =i It is therefore readily seen that ‘The Nervo-Vascular System of © 
: Charts” offers the following superior advantages: 
1. It is the only arrangement which combines the Three Systems, 
and yet each is perfect and distinct in itself. 
. 2. It is the only instance of the Cranial, Spinal, and Sympathetie 
| Nervous Systems being represented on one chart. 
: 3. From its neat size and clear type, and being printed only upon 
| one side, it may be tacked up in any convenient place, and is always 
4 ready for freshening up the memory and reviewing for examination. 
nel 4. The nominal price for which these charts are sold places them 


4 within the reach of all. 


For the student of anatomy there can possibly be no || veins of the human body, giving names, origins, distribu- 
more concise way of acquiring a knowledge of the nerves, tions, and functions, very convenient as memorizers and 
? veins, and arteries of the human system. It presents ata || reminders. A similar series, prepared by the late J. H. 
At * glance their trunks and branches in the great divisions of || Armsby, of Albany, N.Y., and framed, long found a place 
fy ; the body. It will save a world of tedious reading, and will || in the study of the writer, and on more than one occasion. 
. impress itself on the mind as no ordinary vade mecum, || was the means of saving precious moments that must 
" even, could. Its price is nominal and its value inestima- 1} otherwise have been devoted to tumbling the pages of ana- 
iy ble. No student should be without it.—Pacific Record of | tomical works.—Med. Age. 
Medicine and Surgery. | These three charts will be of great assistance to 
* We take pleasure in calling attention to these charts, || medical students. They can be hung on the wall and read 
a as they are so arranged that a study of them will serve to || cross any ordinary room. The price is only fifty cents for 
me" impress them more indellibly on your mind than can be | the set.— Practice. 
if gained in any other way. They are also valuable for || These charts have been carefully arranged, and will 
+ Teference.—Medical Bri¢/. prove to be very convenient for ready reference. They 


i i sharts for the || arethree in number, each constituting a part. eat 

: use "coal ee ee ene tiie andtonteal It is a high recommendation that these charts have been 
studies —Buffalo Med. and Surg. Jour || examined and approved by John B. Deaver, M.D., Demon- 

. nee wats : strator of Anatomy in the University of Pennsylvania.— 


This is a series of charts of the nerves, arteriegpand |! Pacific Med. and Surg. Jour. and Western Lancet. 
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EVERY SANITARIAN SHOULD HAVE ROHE’S «TEXT-BOOK OF HYGIENE” 
AS A WORK OF REFERENCE. 


SECOND HDIrTrIon.——IN PRESS. 


TEXT=BOOK OF HYGIENE: 


A COMPREHENSIVE TREATISE ON THE PRINCIPLES AND PRACTICE OF PREVENTIVE MEDICINE 
FROM AN AMERICAN STAND-POINT. 


By GEORGE H. ROHE, M.D., 


Professor of Obstetrics and Hygiene in the College of Physicians and Surgeons, Baltimore; Director of the Maryland 
Maternité; Member of the American Public Health Association; Foreign Associate of the Société Frangaise 
d’Hygiene, of the Société des Chevaliers-Sauveteurs des Alpes Maritimes, etc. 5 
‘ 


Net Price, in the United States, $2.50; in Canada duty paid), $2.75; in 
Great Britain, 11s. 3d.; France, 16 fr. 20. 


Srconp EpiTIoN—THOROUGHLY REvISED AND LARGELY REWRITTEN, WITH MANY ILLUSTRATIONS 
AND VALUABLE TaBLes. Rohé’s Hygiene is the Standard Text-Book in many Medical Colleges in the 
_ United States and Canada. It is a sound guide to the most modern and approved practice in Applied 
Hygiene. This New Edition will be issued early in the Spring of 1890, in one handsome 
@ctavo volume of about 400 pages, bound in Extra Cloth. Read what competent critics have said of the 
first edition of Rohé’s ‘‘Text-Book of Hygiene’’:— 


A storehouse of facts.— British Medical Journal. Nothing better for the teacher, practitioner, or student. i 

Of invaluable assistance to the student.—Sanitary News. —Mississuppi Valley Medical Monthly. ; 

This interesting and valuable book.—Pacijic Medical Contains a mass of information of the utmost impor- 
and Surgical Journal. tance.—Independent Practitioner. 2 

Based upon sound principles and good practice.—Phila- Just the work needed by the medical student and the 
delphia Medical Times. busy, active, sanitary officer.—Southern Practitioner. 

Full of important matter, told in a very interesting This very useful work.—American Jour. Med. Sciences 
manner.—Science. Comprehensive in scope, well condensed, clear in style, 

In harmony with the most recent advances in pathology. and abundantly supplied with references.—Journal Amer~- 
—Medical Times and Gazette, London. ican Medical Assogiation. 
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JUST ISSUED : 

PHYSICIANS’ AND STUDENTS’ READY-REFERENCE SERIES : 
— Wo. 4.— 7 

The Neuroses of the Genito-Urinary System  __ 
IN THE MALE, BP 

WITH STERILITY AND IMPOTENCE. “ag 


Sig 

BY = = 

" 

DR. R. ULTZMANN, re 

PROFESSOR OF GENITO-URINARY DISEASES IN THE UNIVERSITY OF VIENNA, ae 

TRANSLATED, WITH THE AUTHOR’S PERMISSION, BY 3 

GARDNER W. ALLEN, M.D., te 

SURGEON IN THE GeENITO-URINARY DEPARTMENT Boston DISPENSARY. ; 3 

Hllustrated. 12mo. Handsomely Bound in Dark-Blue Cloth. Net Price, in the United } ; 
States and Canada, $1.00, Post-paid ; Great Britain, 4s. 6d. ; France, 6 fr. 20. a 

This great work upon a subject which, notwithstanding the great strides that have r 

been made in its investigation and the deep interest it possesses for all, is nevertheless i 
still but imperfectly understood, has been translated in a most perfect manner, and pre- ve 

serves most fully the inherent excellence and fascinating style of its renowned and >: 

lamented author. Full and complete, yet terse and concise, it handles the subject with Z 
such a vigor of touch, such a clearness of detail and description, and such a directness to ‘ 


the result, that no medical man who once takes it up will be content to lay it down until 
its perusal is complete,—nor will one reading be enough. ime 

Professor Ultzmann was recognized as one of the greatest authorities in his chosen 
specialty, and it is a little singular that so few of his writings have been translated into - 
English. Those who have been so fortunate as to benefit by his instruction at the Vienna ts 
Polyclinic can testify to the soundness of his pathological teachings and the success of his 
methods of treatment. He approached the subject from a somewhat different point of 3 
view from most surgeons, and this gives a peculiar value to the work. It is believed, 
moreover, that there is no convenient hand-book in English treating in a broad manner 
the Genito-urinary Neuroses. 

SYNOPSIS OF CONTENTS. Frrest Parr.—I. Chemical Changes in the Urine in 
Cases of Neuroses. II. The Neuroses of the Urinary and of the Sexual Organs, classi- 
fied as: 1, Sensory Neuroses; 2,.Motor Neuroses; 3, Secretory Neuroses. SEconD Part.— : 
Sterility and Impotence. . ou 


THE TREATMENT IN ALL CasEs 1s DesowipEp CLEARLY AND MINUTELY. 
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HAY FEVER 


—ALITD— 


ITS SUCCESSFUL TREATMENT BY SUPERFICIAL ORGANIC 
ALTERATION OF THE NASAL MUCOUS MEMBRANE. 


—BY— 


CHARLES E. SAJOUS, M.D., 


Lecturer on Rhinology and Laryngologysin Jefferson Medical College; Vice-President of the American Laryngological 
Association; Officer of the Academy of France and of Public Instruction of Venezuela; Corresponding 
Member of the Royal Society of Belgium, of the Medical Society of Warsaw (Poland), 
and of the Society of Hygiene of France; Member of the American 
Philosophical Society, ete., ete. 


WITH 13 ENGRAVINGS ON 
EDGES. 


WOOD. 12mo. BOUND IN CLOTH. BEVELED 
PRICE, IN UNITED STATES AND CANADA, NET, $1.00; 
GREAT BRITAIN, 4s. 3d.; FRANCE, 6 fr. 20. 


The object of this little work is to place in the hands of the general 
practitioner the means to treat successfully a disease which, until lately, 
was considered as incurable; its history, causes, pathology, and treat- 
ment are carefully described, and the latter is so arranged as to be 


practicable by any physician. 


Dr. Sajous’ volume must command the? attention of 
those called upon to treat this heretofore intractable com- 
plaint.—Medical and Surgical Reporter. 

Few have had the success in this disease which has 
so much baffled the average practitioner as Dr. Sajous, con- 
sequently his statements are almost authoritative. The 
book must be read to be appreciated.—American Medical 
Digest. 

Dr. Sajous has admirably presented the subject, and, 
as this method of treatment is now generally recognized 


who are called upon to treat this troublesome disorder.— 
The Buffalo Medical and Surgical Journal. 


The symptoms, etiology, pathology, and treatment of 
Hay Fever are fully and ably discussed. The reader will 
not regret the expenditure of the small purchase price of 
this work if he has cases of the kind to treat.— California 
Medical Journal. 


We are pleased with the author's views, and heartily 
commend his book to the consideration of the profession. 


as efficient, we can recommend this book to all physicians —The Southern Clinic. 


PHYSICIANS’ AND STUDENTS’ READY REFERENCE SERIES. 
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OBSTETRIC SYNOPSIS. 


By JOHN 8. STEWART, M.D., 


- Demonstrator of Obstetrics and Chief Assistant in the Gynecological Clinic of the Medico-Chirurgical 
College of Philadelphia. 


WITH AN INTRODUCTORY NOTE BY 


WILLIAM S. STEWART, A.M., M.D., 
Professor of Obstetrics and Gynzcology in the Medico-Chirurgical College of Philadelphia. 


42 ILLUSTRATIONS. 202 PAGES. 12mo. HANDSOMELY BOUND IN DARK-BLUE CLOTH. 


Price, Post-paid, in the United States and Canada, Net, $1.00; 
Great Britain, 4s. 3d.; France, 6 fr. 20. 


: By students this work will be found particularly useful. It is based 

upon the teachings of such well-known authors as Playfair, Parvin, 

: Lush, Galabin, and Cazeaux and Tarnier, and, besides containing much 

. new and important matter of great value to both student and practi- 
x tioner, embraces in an Appendix the Obstetrical Nomenclature sug-- 

gested’ by Professor Simpson, of Edinburgh, and adopted by the 

Obstetric Section of the Ninth International Medical Congress held in 

; Washington, D.C., September, 1887. 


use of bold-faced type for headings, and italics for impor- 


_ It is well written, excellently illustrated, and fully up 


to date in every respect... Here we find all the essentials of 
Obstetrics in a nutshell, Anatomy, Embryology, Physi- 
ology, Pregnancy, Labor, Puerperal State, and Obstetric 
Operations all being carefully and accurately described.— 
Buffalo Medical and Surgical Journal. 

It is clear and concise. The chapter on the develop- 
ment of the ovum is especially satisfactory. The judicious 


tant statements, gives the book a pleasing typographical 
appearance.— Medical Record. 

This volume is done with a masterly hand. The 
scheme is an excellent one. . The whole is freely — 
and most admirably illustrated with well-drawn, new 
engravings, and the book is of a very convenient size.— 
St. Louis Medical and Surgical Jourxal. 
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DIPHTHERIA 
Croup, TRACHEOTOMY, #2 INTUBATION. 


FROM THE FRENCH OF A. SANNE. 


TRANSLATED AND ENLARGED BY 


HENRY Z. GILL, M.B., LL.D. 


United States. Canada (duty paid). Great Britain. France, 
Net Price, Post-paid, Cloth, -  - $4.00. $4.40. £0.18s, 24 fr, 60 
“s . Leather, - 5.00. 5.50, pe 8 30 fr. 30 


The above work, recently issued, is a translation from the French of Sanné’s great 
work on “ Diphtheria,” by H Z. GiLL, late Professor of Surgery in Cleveland, Ohio. 

Sanwf's work is quoted, directly or indirectly, by every writer since its publication, 
as the highest authority, statistically, theoretically, and practically. The translator, 
having given special study to the subject for many years, has added over fifty pages, in- 
eluding the Surgical Anatomy, Intubation, and the recent progress in the branches 
treated down to the present date; making it, beyond question, the most complete work 
extant on the subject of Diphtheria in the English language. 

Facing the title-page is found a very fine Colored Lithogtaph Plate of the parts con- 
eerned in Tracheotomy. Next follows an illustration of a cast of the entire Trachea, and 
bronchi to the third or fourth division, in one piece, taken from a photograph of a. case 
in which the cast was expelled during life from a patient sixteen years old. This is the 
most complete cast of any one recorded. 

\ Over fifty other illustrations of the surgical anatomy of instruments, etc., add to the 
practical value of the work. . 

Diphtheria having become such a prevalent, wide-spread, and fatal disease, no 
general practitioner can afford to be without this work. It will aid in preventive meas- 
ures, stimulate promptness in the application of, and efficiency in, treatment, and 
moderate the extravagant views which have been entertained regarding certain specifics 
im the disease Diphtheria. ; 

A full Index accompanies the enlarged volume, also a List of Authors, making 
altogether a very handsome illustrated volume of over 680 pages. 


In this book we have a complete review and Sanné’s work is quoted, directly or indirectly, 
compendium of all worth preserving that has hitherto | by many writers since its publication, as the highest 
been said or written concerning diphtheria and the | authority, statistically, theoretically, and practi- 
kindred subjects treated of by our author, collated, | cally. The translator, having given special study 
arranged, and commented on by both author and | tothe subject for many years, has added over fifty 
translator. The subject of intubation, so recently | pages, including the surgical anatomy, intubation, 
revived in this country, receives a very careful and | and the recent progress in the branches treated, 
impartial discussion at the hands of the translator, | downto the present date; making it, beyond ques- 
and a most valuable chapter on the prophylaxis of | tion, the most complete work extant on the subject 
diphtheria and croup closes the volume. of diphtheria in the English language. Diphtheria 

His notes are frequent and full, displaying deep | having become such a prevalent, wide-spread, and 
knowledge of the subject-matter. Altogether the | fatal disease, no general practitioner can afford to 
book is one that is valuable and timely, and one | be without this work. It will aid in preventive 
that should be in the hands of every general practi- | measures, stimulate promptness in application of, and 
tioner.— St. Louis Med. and Surgical Fournadl. | efficiency ‘in, treatment.—Southern Practitioner. 


STANTON'S PRACTICAL AND SCIENTIFIC PRYSIOGNOMY; 


HMOwW TO READ FACES. 
By MARY OLMSTED STANTON. 


Copiously Illustrated. Two Large Octavo Volumes. 
; United States. Canada(duty paid). Great Britain. France. 
Price, per Volume, Cloth, $5.00 $5.50 £1.1s. 30 fr. 30 
“ “ Sheep, 6.00 6.60 1.6s. 36 fr. 40 
“ “ Half-Russia, 7.00 - 3.30 1.9s. 43 fr. 30 


$1.00 Discount ror CasH. Sold only by Subscription, or sent direct on receipt of price, shipping expenses prepaid. 


: 


The author, Mrs. Mary O. Stanton, has given over twent i i 

I * a Sg y years to the preparation of this k. 

Style is easy, and, by her happy method of illustration of every point, bie oa reads like Petes" ca 
memorizes itself. To physicians the diagnostic information conveyed is invaluable. To the general 
reader each page opens a new train of ideas. (This book has no reference whatever to Phrenology.) 
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IMPORTANT ANNOUNCEMENT. 
A TREATISE © 


Materia Medica, Pharmacology, s) Therapeutics. 


JOHN V. SHOEMAKER, A.M., M.D., 


Professor of Materia Medica, Pharmacology, and Therapeutics in the Medico-Chirurgical College of Phila- 
delphia, and Member American Medical Association, 


AND 


JOHN AULDE, M.D., 
Demonstrator of Clinical Medicine and of Physical Diagnosis in the Medico-Chirurgical College of Phila- 
delphia, and Member American Medical Association. 


IN TWO HANDSOME ROYAL OCTAVO VOLUMES. 


NET PRICES, per Volume, in United States: Cloth, $2.50; Sheep, $3.25. In Canada 
(duty paid): Cloth, $2.75; Sheep, $3.55. In Great Britain: Cloth, lls. 3d.; 
Sheep, 14s. 6d. In France: Cloth, 16 fr. 20; Sheep, 20 fr. 20. 


hs Publisher takes pleasure in announcing that VotumeE I of this eagerly-looked-for 

work is Now Reapy, and that the utmost diligence will be exercised in filling with 
the greatest rapidity, and in regular order of receipt, the numerous orders now awaiting 
its publication. ; 

The general plan of the work embraces three parts, each of which is practically inde- 
endent of the other, as will be understood from the accompanying analysis, and of which 
arts I and II are contained in the volume now announced ; this, Procrae is not the only 

advantage mgr from the preparation of the work in two volumes. Each volume will 
thus be much smaller and more convenient to handle, while some may wish to secure a 
particular portion of the work, and to them the cost is lessened. 

Several blank sheets of closely-ruled letter-paper are inserted at convenient places in 

the work, thus rendering it available for the student and physician to add valuable notes 
concerning new remedies and other important matters. 


Part I embraces three subdivisions, as follow :— 

First. A brief synopsis upon the subject of pharmacy, in which is given a clear and 
concise description of the operations and preparations taken into account by the physician 
when prescribing medicines, together with some practical suggestions regarding the most 
desirable methods for securing efficiency and palatability. 

Second. A Classification of Medicines is presented under the head of ‘‘ General: Phar- 
macology and Therapeutics,” with a view to indicate more especially the methods by 
which the economy is affected. Thus, there are Internal and External Remedies, and, 
besides, a class termed Chemical Agents, including Antidotes, Disinfectants, and Anti- 
septics, and an explanatory note is appended to each group, as in the case of Alieratives, 
Antipyretics, Antispasmodics, Purgatives, etc. 

Third. A Summary has been prepared upon Therapeutics, covering methods of 
Administration, Absorption and Elimination, Incompatibility, Prescription-writing, and 
Dietary for the Sick, chs section of the work embracing nearly one hundred and fifty 
pages. ; 

Part II is devoted to “Remedies and Remedial Agents Not Properly Classed with 
Drugs,” and includes elaborate articles upon the following topics: Electro-Therapy, 
Hydro-Therapy, Masso-Therapy, Heat and Cold, Oxygen, Mineral-Waters, and, in addi- 
tion thereto, other subjects, perhaps of less significance to the prattitioner, such as Clima- 
tology, Hypnotism and Suggestion, Metallo-Therapy, Transfusion, and Baunscheidtismus, 
have réceived a due share of attention. This section of the work embraces over two hun- 
dred pages, and will be found especially valuable to the student and recent graduate, as 
these articles are fully abreast of the times. 


Vouume II, which is Part III of the work, is wholly taken up with the consideration 
of drugs, each remedy being studied from three points of view, viz., the Preparations, or 
Materia Medica; the Physiology and Toxicology, or Pharmacology, and, lastly, its 
Therapy. Ir witn Be Reapy apout May 1, 1890. 

The typography of the work will be found clean, sharp, and easily read without 
injury to the visual organs, and the bold-face type interspersed throughout the text makes 
the different subjects discussed quick of reference. The paper and binding will also be up 


to the standard, and nothing will be left undone to make the work first-class in every 
particular, 
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Fic. 117.—PAROTID AND SUBMAXILLARY FIsTULa IN THE Horse, AFTER COLIN. 


(Thanhoffer and Tormay.) 
K, K/, rubber bulbs for collecting saliva; cs, cannula in the parotid duct. 


In One Handsome Royal Octavo Volume of over 950 Pages, Pro- 
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> gS new and important work, the most thoroughly complete in the English language 


on this subject, has just been issued. In it the physiology of the domestic animals 
is treated in a most comprehensive manner, especial prominence being given to the sub- 
ject of foods and fodders, and the character of the diet for the herbivora under different 
conditions, with a full consideration of their digestive peculiarities. Without being over- 
burdened with details, it forms a complete text-book of physiology, adapted to the use of 
students and practitioners of both veterinary and human medicine. This work has already 
been adopted as the Text-Book on Physiology in the Veterinary Colleges of the United 


States, Great Britain, and Canada. 
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The work throughout is well balanced. 
Broad, though not encyclopedic, concise 
without sacrificing clearness, it combines 
the essentials of a successful text-book. It 
is eminently modern, and, although first in 
the field, is of such grade of excellence that 
successors must reach a high standard be- 
fore they become competitors—Annals of 
Surgery. 

Dr. Smith has conferred a great benefit 


- upon the veterinary profession by his con- 


tribution to their use of a work of immense 
value, and has provided the American vet- 
erinary student with the only means b 
which he can become properly Casiliat wit. 
the physiology of our domestic animals. 
Veterinary practitioners and graduates will 
read it with pleasure. Veterinary students 
will readily acquire needed knowledge from 
its pages, and veterinary schools which 
would be well equipped for the work they 
aim to ee capnot ignore it as their 
text-book in physiology.— American Veteri- 
nary Review. 

Dr. Smith’s presentment of his subject 


"is as brief as the status of the science per- 


mits, and to this much-desired conciseness 


he has added an equally welcome clearness || 


of statement. The illustrations in the work 
are exceedingly good, and must prove a 
valuable aid to the full understanding of 
the text.—Journal of Comparative Medicine 
and Surgery. 


We have examined the work in a great 
many particulars, and find the views so 
correct, where we have had the means of 
comparison of statements with those of some 
recognized authority, that we will be com- 
pelled hereafter to look to this work as the 
text-book on physiology of animals. The 
book will prove of incalculable benefit to 
veterinarians wherever they may be found; 
and to the country physician, who is often 
called upon to attend to sick animals as 
well as human beings, we would say, lose 
no time in getting this work and let him 
familiarize himself with the facts it con- 
tains.— Virginia Medical Monthly. 


Altogether, Professor Smith’s ‘‘ Physi- 
ology of the Domestic Animals” is a happy 
production, and will be hailed with delight 
m both the human medical and veterinary 
medical worlds. It should find its place 
besides in all agricultural libraries.—Pau 


Paquin, M.D., V.S., in the Weekly Metical | 


Review. 


It may be said that it supplies to the 
veterinary student the place in physiology 
that Chauveay's incomparable work—“ The 
Comparative ia 
Animals”—occupies in anatomy. Higher 
praise than this it is not possible to bestow. 


atomy of the Domesticated | 


And since it is true that the same laws of | 


which are applicable to the vital 
process of the domestic animals are also oP 
plicable to man, a perusal of this carefully 


written book will repay the medical student | 
or practitioner. —Canadian Practitioner. 


The work before us fills the hiatus of 
which complaint has so often been made, 
and gives in the compass of less than a 
thousand pages a very full and complete 
account of the functions of the body in both 
earnivora and herbivora.. The author has 
judiciously made the nutritive functions the 
strong point of the work, and bas devoted 
5 ge attention to the subject of foods and 

igestion. In looking thraugh the other 
sections of the work, it appears to us that a 
just proportion of space is assigned to’each, 
in view of their relative importance to the 
practitioner. Thus, while the subject of re- 
production is dismissed in a few pages, a 
chapter of considerable length is devoted 
to locomotion, and especially to the gaits of 
the horse—London Tante , 

This is almost the only work of the kind 
in the English language, and it se fully 
covers every detail of general and special 


physiology that there is no room for any 
rival. he excellence of typographical 


work, and the wealth, beauty, and clear- 
ness of the illustrations, correspond with 
the thoroughness and ‘clearness of the 
treatise— Albany Medical Annals. 


It is not often that the medical profes- 
sion has the opportunity of reading a new 
book upon a new subject, and doubtless 
English-speaking physicians will feel grate- 
ful to Professor Smith for his admirable 
and pioneer work in a branch of medical 
science upon which a great amount of ignor- 
ance prevails. The last portion of 
the work is devoted to the reproductive 
functions, and contains much valuable in- 
formation upon a portion of animal physi- 
ology concerning which many are ignorant. 
The book is a valuable one in every way, 
and will be consulted largely by veterinary 
and medical students and practitioners.— 


| Buffalo Medical and Surgical Journal. 


The appearance of this work is most op- 
portune. It will be much appreciated, as 
tending to secure the thorough comprehen- 
sion of function in the domesticated ani- 
mals, and, in consequence, their general 
well-being—a matter of world-wide impor- 
tance. ith a thorough sénse of gratifica- 
tion we have perused its pages: throughout 
we find clear expression, clear reasoning, 
and that patient accumulation of facts so . 
valuable in a text-book for students.— 
British Medical Journal. : 


For notice this time, I take up the vol- 


| ume on the ‘Physiology of the Domestic 


Animals,” by Dr. R. Meade Smith, a volume 
of 938 pages, closely printed, and dealing 
with its subject in a manner sufficiently ex- 
haustive to insure its place as a text-book 
for fifteen years at the very least. Its 
learning is only equaled by its industry, 
and its industry by the consistency and 
skill with which its varied parts are brought 
together into harmonious, lucid, and in- 
tellectual unity—Dr. Bensamin Warp 


RicHarpson, in the London Asclepiad. 
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[nternational Pocket Medical Formulary, 


ARRANGED THERAPEUTICALLY. 
By @. SUMNER WITHERSTINE, M.S&., M.D., 


Associate Editor of the ‘Annual of the Universal Medical Sciences ;”’ Visiting Physician of the Home for 
the Aged, Germantown, Philadelphia ; Late House-Surgeon Charity Hospital, New York. 


More than 1800 Formule from Several Hundred Well-Known Authorities. 


With an AppHwpix containing a Posological Table, the newer remedies included ; Important Incompati- . 
bles ; Tables on Dentition and the Pulse ; Table of Drops in a Fluidrachm and Doses of Laudanum graduated 
for age; Formulz and Doses of Hypodermic Medication, including the newer remedies; Uses of the Hypo- 
dermic Syringe; Formulz and Doses for Inhalations, Nasal Douches, Gargles, and Eye-washes ; Formulz 
for Suppositories; Use of the Thermometer in Disease; Poisons, Antidotes, and Treatment; Directions for 
Post-Mortem and Medico-Legal Examinations; Treatment of Asphyxia, Sun-stroke, etc.; Anti-emetic 
Remedies and Disinfectants; Obstetrical Table; Directions for Ligation of Arteries ; Urinary Analysis; 
Table of Eruptive Fevers : Motor Pojnts for Electrical Treatment, etc., etc. 


This work, the best and most complete of its kind, contains about 275 printed pages, besides % 
extra blank leaves. Elegantly printed, with red lines, edges, and borders; with illustrations. Bound 
in leather, with side flap. It contains more than 1800 Formule, exclusive of the large amount of 
other very valuable matter. 2 


Price, Post-paid, in the United States and Canada, $2.00, net; 
Great Britain, 8s. 6d.; France, 12 fr. 40. 
WHY EVERY MEDICAL MAN SHOULD POSSESS A COPY OF 
TEN REASONS THE INTERNATIONAL POCKET MEDICAL FORMULARY. . . 


‘1. Because it is a handy book of reference, replete with the choicest formula (over 1800 in number) of 
more than six htindred of the most prominent classical writers and modern practitioners. 


2. Because the remedies given are not only those whose efficiency has stood the test of time, but aiso the 


newest and latest discoveries in pharmacy and medical science, as prescribed and used by the best- ~ oe 
known American and foreign modern authorities. 7 
3. Because it contains the latest, largest (66 formule) and most complete collection of hypodermic formulz 7 i 
(including the latest new remedies) ever published, with doses and directions for their use in over ao 
fifty different diseases and diseased conditions. , nt 

\ it 
4. Because its appendix is brimful of information, invaluable in office work, emergency cases, and the ‘ae 


daily routine of practice. 


5. Because it is a reliable friend to consult when, in a perplexing or obstinate case, the usual line of treat- 
ment isof no avail. (A hint or a help from the best authorities, as to choice of remedies, correct fhe 
dosage, and the eligible, elegant, and most palatable mode of exhibition of the same.) 


6. Because it is compact, elegantly printed and bound, well illustrated, and of convenient size and shape 


for the pocket, ay 
7. Because the alphabetical arrangement of the diseases and a thumb-letter index render reference rapid 
and easy. ; a 
8. Because blank leaves, judiciqusly distributed throughout the book, afford a place-to record and index I’ 
favorite formule. , is 
¥ 
9. Because, as a student, he needs it for study, collateral reading, and for recording the favorite prescriptions by £ 
of his professors, in lecture and clinic; asa recent graduate, he needs it as a reference hand-book for ; 
daily use in prescribing {gargles, nasal douches, inhalations, eye-washes, suppositories, incompatibles, ~ a 
poisons, etc.) ; as an old practitioner, he needs it to refresh his memory on old remedies and combi- vt 
nations, and for information concerning newer remedies and more modern approved plans of treatment. re’ 
10. Because no live, progressive medical man can afford to be without it. ~ “4 
rs ‘ 

It is sometimes important that such prescriptions as As long as ‘“‘combinations"’ are sought such a book ¥ 
have been well established in their usefulness be preserved will be of value, especially to those who cannot spare the 4 
for reference. and this little volume serves such a purpose time required to learn enough of incompatibilities before : 
better than any other we have seen.—Columbus Medical commencing practice to avoid writing incompatible and 
Journal. . dangerous prescriptions. The constant use of such a book i 

Withont doubt this book is the best one of its class by such prescribers would save the pharmacist much 
that we have ever seen. . . . . The printing, binding. anxiety.— The Druggists’ Circular. 
and general appearance of the volume are beyond praise.— | | In judicious selection, in accurate nomenclature. in oa 
University Medical Magazine. | arrangement, and in style it leaves nothing to be desired. er 

It may be possible to get more crystallized knowledge || The editor and the publisher are to be congratulated on the 
in anequally small space, but it does not seem probable.— || production of the very best book of its class.—Puttsburgli > 
Medical Classics. Medical Review. ~ 

A very handy and valuable book of formule for the One must see it to realize how much information can 
physician’s pocket.—St. Louis Medical and Surg. Journai. || be got into a work of so little bulk.—Canada Medical _ 

This little pocket-book contains an immense number || Record. ’ 
of prescriptions taken from high authorities in this and || To the young physician just starting out in practice (= 
other countries.— Northwestern Lancet. this little hook will prove an acceptable companion.— : 

This one is the most complete as well as the most Omaha Clinic. ae 
conyeniently arranged of any that have come under our The want of to-day is crystallized knowledge. ‘This yay 
attention. The diseases are enumerated in alphabetical neat little volume contains in it the most accessible form. ‘ 
order, and for each the latest and most approved remedies || It is bound in morocco in pocket form, with alphabetical uw 
from the ablest authorities are prescribed. The book is in- || divisions of diseases, so that it is possible to turn instantly : 
dexed entirely through after the order of, the first pages of || to the remedy, whatever may be the disorder or wherever _ % 
a ledger, the index letter being printed on morocco leather || the patient may be situated. . . . . To the physician oh 
and thereby made very durable.— Pacific Medical Journal. it i ah : She ee pee «0 

It is a book desirable for the old practitioner and for he ; “ 
his younger brothers as well.—St. Joseph Medical Herald. |\ Mess: serous 4 
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Synopsis of Human Anatomy: 


Being a Complete Compend of Anatomy, including the é 
Anatomy of the Viscera, and Numerous Tables. 


BY 


JAMES K. YOUNG, M.D., 


Instructor in Orthopedic Surgery and Assistant Demonstrator of Surgery, University of Pennsylvania; 
Attending Orthopedic Surgeon, Out-Patient Department, University Hospital, etc. 


ILLUSTRATED WITH 76 WOOD-ENGRAVINGS. 390 PAGES. 
12mo. HANDSOMELY BOUND IN DARK-BLUE CLOTH. 


Price, Post-paid, in the United States and Canada, $1.40, net; 
Great Britain, Gs. 6d.; France, 9 fr. 25. 


: While the author has prepared this work especially for students, sufficient de- 
scriptive matter has been added to render it extremely valuable to the busy practitioner, 
particularly the sections on the Viscera, Special Senses, 
and Surgical Anatomy. 

oY The work includes a complete account of Osteology, 

Articulations and Ligaments, Muscles, Fascias, Vascular 
and Nervous Systems, Alimentary, Vocal, and Respiratory 

a and Genito-Urinary Apparatuses, the Organs of Special 

Sense, and Surgical Anatomy. 

In addition to a most carefully and accurately prepared 
text, wherever possible, the value of the work has been 
enhanced by tables to facilitate and minimize the labor of 
students in acquiring a thorough knowledge of this impor- 
tant subject. The section on the teeth has also been 
especially prepared to meet the requirements of students 


of Dentistry. 


In its preparation, Gray’s Anatomy [last edition], 
edited by Keen, being the anatomical work most used, has 


been taken as the standard. 


Anatomy is a theme that allows such concen- 
tration better than most medical subjects, and, as 
the accuracy of this little book is beyond question, 
its value is assured. As a companion to the dis- 
secting-table, and a convenient reference for the 
practitioner, it has a definite field of usefulness.— 
Pittsburgh Medical Review. 

This is a very carefully prepared compend of 
anatomy, and will be useful to students for college 
or hospital examination. There are some excellent 
tables in the work, particularly the one showing the 
origin, course, distribution, and, functions of the 
cranial nerves.— Medical Record. 

Dr. Young has compiled a very useful book. 
Weare not inclined to approve of compends as a 
general rule, but it certainly serves a good purpose 


to have the subject of anatomy presented inacom- | 


pact, reliable way, and in a book easily carried to 
the dissecting-room. ‘This the author has done. 
The book is well printed, and the illustrations well 
selected. If a student can indulge in more than one 
work on anatomy,—for, of course, he must havea 
eneral treatise on the subject,—he can hardly do 
Betrer than to purchase this compend _ It will save 
the larger work, and can always be with him during 


| that the synopsis should be a good one, 


Excellent tables have been arranged, which 
tersely and clearly present important anatomical 
facts, and the book will be found very convenient 
for ready reference.—Columbus Medical Yournal. 

The book is much more satisfactory than the 
“‘remembrances,” in vogue, and yet is not too cum- 
bersome to be carried around and read at odd 
momients—a property which the student will readily 
appreciate.— Weekly Medical Review. ! 

_ Ifa synopsis of human anatomy may serve a 
purpose, and we believe it does, it is very important 
in this 
respect the above work may be recommended asa 
reliable guide. Dr. Young has shown excellent 
judgment in his selection of illustrations, in the 
numerous tables, and in the classification of the 
various subjects.— 7herapeutic Gazette. 

Every unnecessary word has been excluded, out 


|| of regard to the very limited time at the medical 


the hours of dissection.—Buffalo Medical and | 


Surgical Journal. 


| consistent with 


student’s disposal. It is also good as a reference 
book, as it presents the facts about which he wishes 
to refresh his memory in the briefest manner 
clearness. — New York Medical 
Fournal 

[t is cert@inly concise and accurate, and should 
be in the hands of every student and practitioner.— 
The Medical Brief. 
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ei 

Ist. To assist the busy practitioner in his efforts to keep abreast of the rapid strides ae 

of all the branches of his profession. aes ; ‘ ‘Z 
2d. To avoid for him the loss of time involved in searching for that which is new in an 

the profuse and constantly increasing medical literature of our day. a, ? ay 
$d. To enable him to ‘obtain the greatest possible benefit of the limited time he is oF 
able to devote to reading, by furnishing him with new matter ONLY. BS: 
jth. To keep him informed of the work done by Aut nations, including many other- & 
wise seldom if ever heard from. all ey 
5th. To furnish him with a review of all the new matter contained in the periodicals meer 

to which he cannot (through their immense number) subscribe. Sa 
6th. To cull for the specialist all that is of a progressive nature in the general and io 


special publications of all nations, and obtain for him special reports from countries in . 
which such publications do not exist, and 4 
Lastly, to enable any physician to possess, at a moderate cost, a complete 


CONTEMPORARY HISTORY OF UNIVERSAL MEDICINE, ae 
‘edited by many of America’s ablest teachers, and superior in every detail, of print, paper, ' a 
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EXTRACTS FROM REVIEWS. 


We venture to say that all who saw the ANNUAL as it appeared in 1888 were on the 
lookout for its reappearance this (1889) year; but there are many whose knowledge of this 
magnificent undertaking will date with this present issue, and to those a mere examina- 
tion of the work will suffice to show that it fills a legitimate place in the evolution of 
knowledge, for it does what no single individual is capable of doing. 

These volumes make readily available to the busy practitioner the best fruits of 
medical progress for the year, selected by able editors from the current literature of the 
world; such a work cannot be overlooked by anyone who would keep abreast of the 
times. With so much that is worthy of notice incorporated in one work, and each depart- 
ment written up with a minuteness and thoroughness appreciated particularly by the 
specialist, it would avail nothing to cite particular instances of progress. Let it be suffi- 
cient to say, however, that while formerly there was a possible excuse for not having the 
latest information on matters pertaining to the Ria sciences, there can no longer be 
such an excuse while the AnnuatL 1s published—Journal of the American Medical 
Association. 

We have before us the second issue of this ANNUAL, and it is not speaking tuo 
strongly when we say that the series of five volumes of which it consists forms a most 
important and valuable addition to medical literature. 

Great discretion and knowledge of the subjects treated of are required at the hands 
of those who have taken charge of the various sections, and the manner in which the 
gentlemen who were chosen to fill the important posts of sub-editors have acquitted 
themselves fully justifies the choice made. We know of no branch of the profession to . 
which this ANNUAL could fail to be useful. Dr. Sajous deserves the thanks of the whole 
profession for his successful attempt to facilitate the advance of medical literature and 
practice —London Lancet. 


This very valuable yearly report of the progress of medicine and its collateral 
sciences throughout the world is a work of very great magnitude and high importance. 
It is edited by Dr. C. E. Sajous, assisted, it is stated, by seventy associate editors, whose 
names are given, making up a learned and most weighty list. Their joint labors have 
combined to produce a series of volumes in which the current progress throughout the 
world, in respect to all the branches of medical science, is very adequately represented. 
The general arrangements of the book are ingenious and eon er having regard to 
thoroughness and to facility of bibliographical reference British Medical Journal. 


{ 


ANNUAL, (890. 


The editor and publishers of the ANNUAL OF THE UNIVERSAL 
Mepicau Scrences take this opportunity to thank its numerous friends 
and patrons for the liberal support accorded it in the past, and te 
announce its publication, as usual, in 1890. . Recording, as it does, the 
progress of the world in medicine and surgery, its motto continues te 
be, as in the past, “‘ Improvement,” and its friends may rest assured that 
no effort will be spared, not only to maintain, but to surpass, the high 
standard’ of excellence already attained. 

The Subscription Price will be the same as last year’s issue and 
the issue of 1888. 
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ANNUAL OF THE UNIVERSAL MEDICAL SCIENCES. 


A Monthly Review of the most important articles upon the practical branches of medicine appearing in 
the medical press at large, edited by the Chief Editor of the ANNUAL and an able staff. 


Editorial Staff of the Annual of the Universal Medical Sciences, issue of 1889. 
Chief Editor, Dr. CHAS. E. SAJOUS, Philadelphia. ‘ 
ASSOcrkTE STAY eP’. 
Volume I.—Diseases of the Lungs, Diseases of the Heart, Diseases of the Gastro- 
Hepatic System, Diseases of the Intestines, Intestinal Entozoa, Diseases of 
the Kidneys and Bladder, Fevers, Fevers in Children, Diphtheria, Rheu- 
matism and Gout, Diabetes, Volume Index. pel 


Prof. Jas. T. Whittaker, Cincinnati. | Dr. Jas. C. Wilson, Philadelphia. ; " 
Prof. A. L. Loémis, New York City. | Prof. Louis Starr, Philadelphia. fcr 

Prof, E. T. Bruen, Philadelphia. | Prof. J. Lewis Smith, New York. ra 
Prof. W. W. Johnston, Washington. | ‘' Prof. N.S. Davis, Chicago. ‘ 
Dr. L. Emmett Holt, New York. | Prof. Jas. Tyson, Philadelphia. 
Prof. Jos. Leidy, Philadelphia. { , : 


A : : f y 
Volume II.—Diseases of the Brain and Cord, Peripheral Nervous System, Mental 
Diseases, Inebriety, Diseases of the Uterus, Diseases of the Ovaries, Diseases 
of the External Genitals in Women, Diseases of Pregnancy, Obstetrics, Dis- a 
eases of the Newborn, Dietetics of Infancy, Growth, Volume Index. aie 
Prof. E. C. Seguin, New York City. | Prof. W. H. Parish, Philadelphia. ) 
Prof. Henry Hun, Albany. | Prof. Theophilus Parvin, Philadelphia. ‘7 
Dr. E. N. Brush, Philadelphia. Prof. Wm. L. Richardson, Boston. ae) 
Dr. W. R. Birdsall, New York. | Dr. A. F. Currier, New York. 
Prof. Paul F. Mundé, New York City. | Prof. Louis Starr, Philadelphia. 2 
Prof. Wm. Goodell, Philadelphia. | Dr. Chas, S. Minot, Boston. { 
Dr. W. C. Goodell, Philadelphia. / \ a 
Volume III.—Surgery of Brain, Surgery of Abdomen, Genito-Urinary Surgery, Dis- 4 
eases of Rectum and Anus, Amputation and Resection and Plastic Surgery, 
Surgical Diseases of Circulation, Fracture and Dislocation, Military Surgery, z 
Tumors, Orthopedic Surgery, Oral Surgery, Surgical Tuberculosis, etc., Sur- j 
gical Diseases, Results of Railway Injuries, Anesthetics, Surgical Dressings, 4 
Volume Index. 
“i 
Prof. N. Senn, Milwaukee. y Prof. D. Hayes Agnew, Philadelphia, lod 
Prof. E, L. Keyes, New York City. Dr. Morris Longstreth, Philadelphia. ‘a 
Prof. J, Ewing Mears, Philadelphia. Dr. Thos. G. Morton, Philadelphia. § y 
Dr. Chas. B. Kelsey, New York City. | Prof. J. E. Garretson, Philadelphia. % 
Prof. P.S. Conner, Cincinnati. Prof, J. W. White, Philadelphia. bt 
f Dr. John H. Packard, Philadelphia. | Prof. C. Johnston, Baltimore. we 
Prof. Lewis A. Stimson, New York City. Prof. E. C. Seguin, New York City. 4 
Dr. J. M. Barton, Philadelphia. | 


Volume IV.—Skin Diseases, Ophthalmology, Otology, Rhinology, Diseases of Pharynx, : 
etc., Intubation, Diseases of Larynx and Csophagus, Diseases of Thyroid i 
Gland, Legal Medicine, Examination for Insurance, Diseases of the Blood, 
Urinalysis, Volume Index. 


Prof. A. Van Harlingen, Philadelphia. ~ | Dr. Chas. E. Sajous, Philadelphia. ' ‘ 
Dr. Chas. A. Oliver and Dr. Geo. M. Prof. D. Bryson Delavan, New York. . 

Gould, Sieh toa ber Prof. R. Fletcher Ingals, Chicago. "a 
Dr. Charles S. Turnbull, Philadelphia. | Prof. F. W. Draper, Boston. f 
Prof. J. Solis Cohen, Philadelphia. . Prof. Jas. Tyson, Philadelphia. ps 


Prof. John Guitéras, Charleston, S. C: 
Volume V.—General Therapeutics, Experimental Therapeutics, Poisons, Electric 


Therapeutics, Climatology, Dermography, Technology, Bacteriology, Embry- a 
ology, Physiology, Anatomy, General Index. F 
Dr. J. P. Crozer Griffith, Phitadelphia. Dr. C. Sumner Witherstine, Philadelphia ; 
Dr. Hobart A. Hare, Philadelphia. | Prof. J. W. Hofland, Philzieiphiot: or 
ae one a pone Baltimore. / Prof. A. L. Ranney, New York 
rof. Jo 3. Hamilton, Washington. Dr. Albert H. Git ES : 
Dr. Harold C. Ernst, Boston. | P biggest 


Dr. W. P. Mant D it. 
Prof. H. Newell Martin, Baltimore. | Drs Wiioks Sudduth, Philadelphia, RA 


Dr. R. J. Dunglison, Philadelphia. Prof. Wm. T. Forbes, Philadelphia. 
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Lectures on Nervous Diseases, 


FROM THE STAND-POINT OF CEREBRAL AND SPINAL LOCALIZATION, AND 
THE LATER METHODS EMPLOYED IN THE DIAGNOSIS AND 
TREATMENT OF THESE AFFECTIONS. 


By AMBROSE L. RANNEY, A.M., M.D., 


Pr cssor of the Anatomy and Physiology of the Nervous System in the New York Post-Graduate Medical 
School and Hospital ; Professor of Nervous and Mental Diseases in the Medical Department of the 
University of Vermont, etc. ; Author of ‘he Applied Anatomy of the Nervous System,” 

*« Practical Medical Anatomy,’’ etc., etc. 
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With Original Diagrams and Sketches in Color by the Author, carefully selected Wood- 
Engravings, and Reproduced Photographs of Typical Cases. 
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It is now generally conceded that the nervous system controls all of the physical 
functions to a greater or less extent, and also that most of the symptoms encountered at 
the bedside can be explained and interpreted from the stand-point of nervous physiology. 
_ The unprecedented sale of this work during the short perjod which has elapsed since 

its publication has already compelled the publishers to print a second edition, which is 
already nearly exhausted. ; 
We are glad to note that Dr. Ranney has pub- || appeared in medical literature, is presented in com- 
lished in 2<o0k form his admirable lectures on nervous || pact form, and thus made easily accessible. In our 
diseases. His book contains over seven hundred || opinion, Dr. Ranney’s book ought to meet with a 
large pages, and is profusely illustrated with origi- || cordial reception at the hands of the medical pro- 
nal diagrams and sketches in colors, and with many || fession, for, even though the author’s views may be 
carefully selected wood-cuts and reproduced photo- || sometimes open to question, it cannot be disputed 
graphs of typical cases. A large amount of valua- || that his work bears evidence of scientific method and 
ble information, not a littleof which has but recently || honest opinion.—American Yournal of Insanity. 


LECTURES 


ON THE 


Diseases of the Nose and Throat. 


DELIVERED AT THE JEFFERSON MEDICAL COLLEGE, PHILADELPHIA, 
Bry CHARLES E. SAdOUS, M.D., 


Lecturer on Rhinology and Laryngology in Jefferson Medical College; Vice-President of the American Laryngological 
Association; Officer of the Academy of France and of Public Instruction of Venezuela; Corresponding Member 
of the Royal Society of Belgium, of the Medical Society of Warsaw (Poland), and of the Society of 
Hygiene of France ; Member of the American Philosophical Society, etc., etc. F 


ILLUSTRATED WITH 100 CHROMO-LITHOGRAPHS, FROM OIL PAINTINGS BY 
THE AUTHOR, AND 93 ENGRAVINGS ON WOOD. 


ONE HANDSOME ROYAL OCTAVO VOLUME. SOLD ONLY BY SUBSCRIPTION. 


United States. Canada (duty paid). Great Britain. France. 
Cloth, Royal Octavo, - - - %4.00 $4.40 £0.18s. 24 tr. 60 
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of over OOO physicians. Re" 
This book has not only the inherent merit of presenting a clear exposé of the subject, 
but it is written with a view to enable the general practitioner to treat his cases himself. 
To facilitate diagnosis, colored plates are introduced, showing the Sapeasneicy of the differ- 
ent parts in the diseased state as they appear in nature by artificial light. No error can 
thus be made, as each affection of the nose and throat has its representative in the 100 
chromo-lithographs presented. In the matter of treatment, the indications are so complete 
that even the slightest procedures, folding of cotton for the forceps, the use of the probe, 
etc., are clearly explained. 
__ It is intended to furnish the general practitioner | they would appear to him were they seen in the 
not only with 2 guide for the treatment of diseases of || living subject. Asa guide to the treatment of the 


the nose and throat, but also to place before hima || nose and throat, we can cordially recommend this 
representation of the normal and diseased parts as || work.—Boston Medical aud Surgical Fournal. 
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Ointment and Oleates in Diseases of the Skin. 
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The accompanying Table of Contents will give a general idea of the work: 
CONTENTS. Partri.—Hisrory anp Origin. Part II.—Procress o— MANUFACTURE. PART 
11I.—PuysioLoGicaL ACTION OF THE OLEATES. Part 1V.—THERAPEUTIC EFFECT OF THE OLEBATES. 
Part V.—OintMEnTS: Local Medication of Skin Diseases.—Antiquity of Ointments.—Different Indi- 
cations for Ointments, Powders, Lotions, etc.—Information about Ointments: Scanty, Scattered, and 
Insufficient —Fats and Oils: Animal and Vegetable.—Their Chemical Composition.—Comparative 
Permeability of Oils into Skin; of Animal, of Vegetable. Incorporation of Medicinal Substancesinto 
Fats: (1) Mode of Preparation, (2) Vegetable Powders and Extracts, (3) Alkaloids, (4) Mineral Sub- 
stances, (5) Petroleum Fats ; Chemical Composition; Uses and Disadvantages.—List of Officinal Oint- 
ments,—Indications.—Substances often Prescribed Extemporaneously in Ointment Form.—Indications. 


A FULL INDEX RENDERS THE BOOK CONVENIENT FOR QUICK REFERENCE. 
CRITICISMS OF FIRST EDITION. i 


The profession in both countries is deeply in- To those of our readers who wish to learn the 
debted to Dr. Shoemaker for his excellent work in || therapeutic effects of a class of preparations which 
this department of medicine.—William Whitla, || are destined to grow in favor as their merits be- 
BED: tO.t-1.)- come more generally known, we commend this 

It is the most complete exposition of their action || book. — ¥ournal of Cutaneous ani Venereal 
which has yet appeared. They are very valuable || Diseases. 


accessions to the materia medica, and should be No physician pretending to treat skin diseases 
familiar to every practitioner.— Medical and Sur- || should be without 5 copy of this very instructive 
gical Reporter. little book.— Canada Medical Record. aa 
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